Coping with Chronic Pain After Attending Cognitive Behaviourally Based Pain Management Programme. by Paul, Elizabeth.
Coping with Chronic Pain after attending Cognitive 
Behaviourally based 
Pain Management Programme
By Elizabeth Paul 
VOLUME 1
Submitted for the degree of Doctor of Clinical Psychology
Department of Psychology 
School of Human Sciences 
University of Surrey
JULY 2005
© Elizabeth Paul
1
ProQuest Number: 27733197
All rights reserved
INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.
In the unlikely event that the author did not send a com p le te  manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQuest 27733197
Published by ProQuest LLC (2019). Copyright of the Dissertation is held by the Author.
All rights reserved.
This work is protected against unauthorized copying under Title 17, United States C ode
Microform Edition © ProQuest LLC.
ProQuest LLC.
789 East Eisenhower Parkway 
P.O. Box 1346 
Ann Arbor, Ml 48106 -  1346
For my parents...
ACKNOWLEDGEMENTS
I would like to thank everyone who has helped and supported me during my training.
Thank you to all those who supervised me during my clinical placements -  Margaret 
Henning, Dawn Howard, Ze’ev Levita, Maeve Crowley, Lynn Beech and Veronica 
Bradley.
I cannot thank enough those who supported me with the Major Research Project. In 
particular, the participants who generously gave their time to be interviewed. I would 
also like to extend my special thanks to Dr Victoria Senior and Dr Claire Copland for 
their enthusiastic and thoughtful supervision.
Thank you to all the course team for their teaching and guidance throughout the three 
years.
Finally, an enormous thank you to all my friends and family. Your continuing love, 
support and encouragement has been particularly appreciated during these last three 
years. Thank you for putting up with my preoccupation and your kind words of 
encouragement when I needed it most. A special thanks to my friend Jo Coldwell who 
helped me put this portfolio together.
3
VOLUME ONE-CONTENTS
Introduction to Volume One 
Academic Dossier
Page 6 
Page 7
Adult Mental Health Essay
Critically discuss two therapeutic interventions fo r major recurrent 
depressive episode
Learning Disability Essay
Parenting skills can be assessed and taught to people with learning 
disabilities. Discuss.
Child, Adolescents and Families Essay
Children who have been abused are more likely to become abusers 
themselves in adulthood. Discuss with reference to assessing and 
intervening with such children
Older People Essay
What is the role o f the clinical psychologist in services fo r people with 
dementia and their families? How can we evaluate our contribution as 
psychologists?
Clinical Dossier 
Summaries of Clinical Experience
Adult Mental Health Placement
People with Learning Disabilities Placement
Child, Adolescent and Family Placement
Specialist Placement in Trauma
Older People Placement
Specialist Placement in Neuropsychology
Page 8
Page 27
Page 47
Page 68
Page 87
Page 88
Page 89 
Page 89 
Page 90 
Page 90 
Page 91 
Page 91
4
Clinical Case Report Summaries Page 92
Adult Mental Health Case Report Summary
Narrative Therapy for a 41 year old woman presenting with anxiety and 
panic attacks compounded by 2 previous epileptiform seizures
People with Learning Disabilities Case Report Summary
Adapted Cognitive Behavioural Therapy for a 40 year old man with Autism 
presenting with hoarding behaviour
Child, Adolescent and Family Case Report Summary
Adapted Cognitive Behavioural Therapy with a 10-year-old diagnosed 
with Tourette’s Syndrome and Atypical Autism presenting with behavioural 
difficulties
Trauma Specialist Case Report Summary
Narrative Formulation and Integrated Therapy for a 31 year old woman 
with a history o f abuse
Older People Case Report Summary
Neuropsychological assessment o f a sixty eight year old woman presenting 
with memory problems
Research Dossier
Research Log
Service Related Research Project
Assessing effectiveness of intervention and appropriateness of client 
placement to primary and secondary level services using the CORE 
(Clinical Outcomes in Routine Evaluation)
Major Research Project
Coping with Chronic Pain after attending Cognitive Behaviourally based 
Pain Management Programme
Page 93 
Page 96
Page 99
Pagel03
PagelO?
ta g e ll l
Paget12 
Paget19
Pagel54
5
INTRODUCTION TO THE PORTFOLIO (Volume 1)
The portfolio contains work completed during the PsychD in Clinical Psychology. It is 
divided into two volumes as follows:
VOLUME 1
Volume 1 consists of an academic dossier, a clinical dossier and a research dossier.
The academic dossier contains four essays for each of the core placements covered 
during clinical training.
The clinical dossier contains summaries of all the core placements and specialist 
placements and summaries of the five clinical case reports.
The research dossier contains the service related research project (Year 1), the 
research logbook (Year 1,2 & 3) and the major research project (Year 3).
VOLUME 2
Volumes 2 consists of the full confidential clinical dossier of work completed during 
the PsychD in Clinical Psychology. It contains five case reports: one for each of the 
core placements and a case report for the Specialist Placement in Trauma, and 
documentation from the six placements undertaken (logbooks of clinical experience, 
placement contracts and clinical evaluation forms).
The work presented in both Volume 1 and 2 is presented in order of placements 
undertaken. This is to reflect the development of clinical skills over the three years of 
clinical training.
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Academic Dossier
Overview
The academic dossier contains the four essays from each of the core placements 
undertaken during the three years of clinical training.
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ADULT MENTAL HEALTH ESSAY
Critically discuss two therapeutic interventions for major 
recurrent depressive episode
Word Count: 4996
Submitted: Ajiril 2003
Yeâr 1
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Adult Mental Health Essay
The APA (1997) defines a Major Depressive Episode as one where five or more of the 
nine diagnostic criteria are met for the same two-week period and the episode 
represents a decrease from previous functioning. It requires one of the five symptoms 
to be either depressed mood or loss of interest /pleasure. Furthermore, the episodes 
should not be attributable to any form of schizoaffective or psychotic disorder and 
should not involve a manic or hypomanie episode (unless it was substance or 
treatment induced, or due to direct physiological effects of a general medical 
condition).
The term ‘episode’ here (in Major Recurrent Episode), is considered a point in time 
with substantial clinical worsening of symptoms within the ‘disorder’ (in Major 
Recurrent Depressive Disorder). Studies have shown that intervention for the disorder 
(after the acute episode) could also alleviate or perhaps prevent future episodes 
(Harkness, Frank, Anderson, Houck, Luther, et al., 2002; Jarrett, Kraft, Doyle, Foster, 
Eaves, Silver, 2001). In fact the highest risk of relapse is in the months immediately 
after recovery (Keller, Lavori, Lewis, Klerman, 1983) hence information pertaining to 
both will be considered here. To be categorised as “recurrent”, it requires the presence 
of two or more Major Depressive Episodes with an interval of at least two consecutive 
months where severity does not meet the criteria for Major Depression (APA, 1997). 
An analysis of community studies by Angst (1990) concluded that 20% of depressives 
take a recurrent course. Furthermore there is an increased probability of recurrence 
with increasing frequency of past episodes (Keller et al., 1983), with 70% to 80% 
within 2 years for those with two or more previous episodes (Angst, 1992; and Thase, 
1990, as cited in Harkness et al., 2002). The APA (1997) stated that Major Depressive 
Disorder (MDD) is associated with a high mortality rate. It reported that up to 15% of 
individuals with severe MDD commit suicide, with a four-fold increase in individuals 
over 55yrs.
Given the above figures and the increasing emphasis on evidence based practice 
within the NHS it is important to consider the effectiveness of available therapeutic 
interventions. This essay will discuss Cognitive Behaviour Therapy (CBT) and 
Interpersonal Psychotherapy (IPT). The Beckian model was designed specifically for
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depression and therefore considered here as CBT (Beck, Rush, Shaw, Emery, 1979). 
IPT developed by Klerman, Weissman, Rounsaville & Chevron (1984) (as cited in 
Weissman & Klerman, 1990) is perhaps comparatively less popular, but equally well 
researched regarding its effectiveness with impressive results (Klerman, Weissman, 
Rounsaville, Chevron, 1998).
This essay will first, briefly outline CBT and IPT intervention principles and 
techniques. Then consider empirical evidence on; (1) how to achieve recovery from a 
particular episode (acute therapy) and (2) how to keep the patient well after an episode 
(continuation /maintenance therapy), by mainly comparing it to medication as a 
standard reference (presumed) effective from previous studies. It will focus on 
intervention rather than theory, nonetheless the latter will be discussed when 
appropriate. To end, it will briefly compare the two interventions. This essay will not 
discuss which is the ‘best’ therapy, but discuss each within its own right.
Cognitive therapy based on the cognitive theory of depression, was developed by 
Beck as a psychoeducational, structured, time-limited, focused intervention that 
emphasize collaborative empiricism with attention to the “here and now” (Beck, Rush, 
Shaw, Emery, 1979). The cognitive model postulates three main concepts in 
understanding depression: (1) the cognitive triad (negative view of self, the world and 
the future), (2) schemas, and (3) faulty information processing (Beck et al., 1979).
The cognitive triad in depression causes the client to feel defective, the world and 
their experiences to be negative, and the future to be hopeless (Beck et al., 1979). 
Schema are units of stored information from earlier experiences that form long-lasting 
attitudes and also act as a template to compare and incorporate new experiences (Beck 
et al., 1979; Rehm, 1990). The type of schema activated determines how the 
experiences are structured. According to the theory, when faced with a particular 
stressful situation, a related schema (loss, in the case of depression) formed earlier in 
life and previously latent, is activated and reinforced through distorted infonmation 
processing (Beck et al., 1979). In major depression, thinking is dominated by 
idiosyncratic schema causing them to be preoccupied with perseverative, repetetive 
automatic negative thoughts (in that they appear ‘out of the blue’ and valid, therefore
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accepted as truth without further analysis), causing a downward spiral of despair 
(Beck et al., 1979). Finally, the faulty information processing validates the negative 
beliefs despite evidence to the contrary, they include; arbitrary inference, selective 
abstraction, overgeneralization, magnification and minimization, personalization and 
dichotomous (all or nothing) thinking.
Beck’s cognitive behaviour therapy therefore, focuses on behaviour, automatic 
negative thoughts and underlying beliefs which maintains and makes people 
vulnerable to future depressive episodes. It aims to re-conceptualize thoughts and 
memories as simply that rather than facts (cognitive) and combined with experiments 
(behavioural), tests the truth of the idiosyncratic interpretations (Beck et al., 1979), 
hence substituting them with rational and realistic interpretation of events (Rehm, 
1990). Using collaborative empiricism, both therapist and client conceptualize the 
problem (based on current circumstances as well as family and developmental 
history), identify assumptions and devise empirical tests for their validity in real life 
(Rehm, 1990) and finally, relapse prevention.
In CBT, explanation of its rationale is important, this includes the close relationship 
between cognitions (the cognitive triad), affect and behaviour (Beck et al., 1979). The 
main cognitive techniques focus on modifying thoughts, images and beliefs and 
include; defining cognition, detection of automatic thoughts, examining and reality 
testing negative automatic thoughts and images, reattribution, and the search for 
alternative solutions (Beck et al., 1979). This is by no means an exhaustive list, 
furthermore space unfortunately does not allow a detailed description of the 
techniques, but are explained elsewhere (Beck et al.,1979). A meta-analysis of 
Beckian cognitive therapy by Dobson (1989) demonstrated its superiority over 
pharmacotherapy and other psychotherapies. Other studies have also reported a 
greater prophylactic effect from cognitive therapy in comparison to pharmacotherapy 
(Hollon & Najavits, 1988, as cited in Beck, 1991). However both failed to assess the 
extent to which separate behavioural and cognitive aspects led to the effects of 
cognitive change (Dobson, 1989).
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The behavioural aspect of therapy emphasizes the importance of basic learning 
principles in developing, maintaining and treating maladaptive behaviour, which is 
particularly important in a major depressive episode. The client is caught in a vicious 
cycle where reduced activity leads to labelling themselves as ineffectual, which leads 
to further discouragement and ultimately immobility from behaviours that are 
essential instruments in maintaining one’s worth and esteem and the esteem of others 
(Beck et al., 1979). Beck proposed that rather than aggravating the perseverating 
ideation in the initial stages of therapy, by helping the client change certain 
behaviours, the therapist can demonstrate that the client’s negative conclusions were 
incorrect. Thus, slowly invoking alternative realistic thoughts and assumptions, which 
can be explored using cognitive techniques. The main behavioural techniques include; 
scheduling activities, mastery and pleasure techniques, graded task assignment, 
cognitive rehearsal and assertiveness training and role playing (Beck, et al., 1979).
Controlled studies of CBT have found it to be effective in treating acute episodes of 
major depression, particularly out-patients whether it is endogenous or not 
(Blackburn, 1990). CBT alone was found to be as effective as pharmacotherapy 
alone (Blackburn, Bishop, Glen, Whalley, Christie, 1981; and Murphy, Simons, 
Wetzel, Lustman, 1984, as cited in Blackburn, 1990). Furthermore, CBT alone was as 
effective as combined CBT and pharmacotherapy (Beck, Hollon, Young, Bedrosian, 
Budenz, 1985, and Blackburn et al., 1981, and Murphy et al., 1984, as cited in 
Blackburn, 1990). Blackburn et al., (1981) found particularly encouraging results 
within a GP setting where CBT alone was more effective than pharmacotherapy (as 
cited in Blackburn, 1990). Nonetheless, studies also reported combined treatment of 
CBT and pharmacotherapy to be more effective than treatment as usual (Teasdale, 
Fennell, Hibbert, Amies, 1984) or either treatment alone within a hospital setting 
(Blackburn et al., 1981) (as cited in Blackburn ,1990) .
Studies have provided tentative evidence of CBT having similar prophylactic effects 
to maintenance pharmacotherapy (Blackburn, Moore, 1997, as cited in Fava,
Rafanelli, Grandi, Conti, Belluardo, 1998) against recurrence (Hollon, DuRubies, 
Evans, Weimer, Garvey, et al., 1992 as cited in Roth & Fonagy, 1996) for example, 
treatment improvements were maintained after 12 months for both CBT and
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pharmacotherapy, however CBT clients reported lower levels of depression (Kovacs, 
Rush, Beck, Hollon, 1981, as cited in Blackburn, 1990). Furthermore, there was a 
trend for the CBT group to attain greater numbers of continuous remission (56%) 
compared to the pharmacotherapy group (35%). An analysis of clinical status of CBT 
group at 6 months indicated 77% marked /partial improvement compared to the 
combined group with 60% marked /partial improvement (Beck, et al., 1985, as cited in 
Blackburn, 1990). However, at 12 months there was a trend for the combined 
treatment group to be more effective with 91% marked /partial improvement 
compared to the CBT group with 58% marked /partial improvement. Conversely, a 2 
year naturalistic study found no significant differences between the treatment groups 
(CBT alone, pharmacotherapy alone, combined) at six months, however an analysis of 
clinical status and recurrence over the whole two year period indicated a significant 
difference between the groups; CBT 23% recurrence, pharmacotherapy 78% 
recurrence, combined 21% recurrence (Blackburn, Eunson, Bishop, 1986, as cited in 
Blackburn 1990).
One of the few studies using cognitive therapy with and without a ‘continuation 
phase’ was by Jarrett et al., (2001). The continuation phase (C-CT) reviewed 
strategies related to effective symptom reduction, helped maintain skills acquired 
during acute cognitive therapy (A-CT), developed coping strategies in anticipated 
vulnerabilities and generalized previously attained skills. Results reported a significant 
reduction in recurrence with eight months of C-CT compared to controls (10% vs 
31%). Furthermore, a 2 year analyses indicated that C-CT significantly reduced 
recurrence in high risk of recurrence clients (i.e. those with early onset of first 
depressive episode or unstable remission late in the acute phase) even after its 
discontinuation such that it was comparable to rates observed in maintenance 
pharmacotherapy. Moreover the estimated recurrence of higher risk clients C-CT did 
not differ from those at lower risk who only had A-CT.
Beck et al., (1979) proposed that the mechanism of change involved in the 
prophylactic effects are due to the clients learning to be objective or to ‘decentre’ from 
the negative automatic thoughts and prevent further deterioration of mood. It may 
decrease vulnerability by making depressogenic schema more flexible, less
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demanding or by replacing it with more adaptive schemata (Blackburn, 1990). Being 
an educational process, clients learn skills that can be re-applied on the brink or prior 
to recurrence (Blackburn, 1990). Beck’s idea was elaborated on by Teasdale, Segal 
and Williams (1994), using a detailed information-processing analysis (as cited in 
Williams, 1997). They reported that by learning to decentre, clients are able to 
interrupt cycles of depressive ruminative thinking which could cause a relapse or 
alternatively be associated with the intensification and extension of depressed mood 
(Nolen-Hoeksema, 1991) (as cited in Williams, 1997).
Conversely, Castonguay, Goldffied, Wiser, Raue & Hayes (1996) found that common 
factors in therapies (therapeutic alliance, patient’s emotional investment in treatment) 
predicted patient improvement while unique CBT processes (focus on distorted 
cognitions etc.) were negatively correlated with treatment outcome (as cited in Blagys, 
Hilsenroth, 2002). Furthermore, the separate components of cognitive therapy and 
behavioural therapy were as effective as the full CBT package in preventing relapse, 
suggesting that the efficacy of CBT is not necessarily due to the cognitive procedures 
producing schematic change, but the behavioural strategies that activate clients in their 
environment (Jacobson et al., 1996, as cited in Blagys, Hilsenroth, 2002; Gortner, 
Gollan, Dobson & Jacobson, 1998). Moreover, a study by Ablon & Jones (1998) and 
Jones & Pulos (1993) found that the small amount of Psychodynamic techniques 
utilized within CBT was significantly correlated with improvement, rather than 
specific CBT interventions itself (as cited in Blagys, Hilsenroth, 2002). Likewise, a 
focus on historical experiences (emphasized more in psychodynamic therapy) has also 
been positively correlated in CBT outcome rather than specific CBT techniques 
(Hayes, Castonguay & Goldffied, 1996; and Hayes & Strauss, 1998, as cited in Blagys 
& Hilsenroth, 2002). Other unproven sceptical interpretations regarding CBT efficacy 
propose that CBT clients relapse as often as pharmacotherapy clients, but the hard 
work involved in CBT deters them from asking for more treatment (Blackburn, 1990).
In a move to identify and understand the specific CBT processes in facilitating change 
Blagys & Hilsenroth (2002), performed a literature review of studies comparing CBT, 
Psychodynamic and Interpersonal Therapy. The distinctive characteristic of CBT were 
found to be: emphasis on homework and outside session activities, therapist direction
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of session activity, teaching skills to cope with symptoms, focus on future 
experiences, psychoeducation about the disorder, treatment or symptoms (this is 
included in Interpersonal Therapy, but may have been missed as the review excluded 
articles that only investigated one of the treatments), and focus on the cognitive/ 
intrapersonal experience (irrational thoughts and beliefs). However, further research 
would be needed to evaluate the effectiveness and process of these specific 
characteristics of CBT and to what extent it achieves effectiveness to disprove data 
challenging CBT effectiveness.
Challenges were also made regarding the CBT model, focusing on questions of 
causality, that “cognitions cause depression” (Lewinsohn, Steinmetz, Larson & 
Franklin, 1981), that it ignored interpersonal factors in the development of depression 
(Coyne & Gotlib, 1983) and finally that depressed clients actually see events too 
realistically (Alloy & Abramson, 1979) (as cited in Beck, 1991). However, space and 
the topic of concern here, with a focus on intervention rather than the theory does not 
allow for a detailed exploration of these issues, therefore only a summary of Beck’s 
(1991) response to each of the critiques will be included here. Firstly, Beck identified 
areas of confusion regarding the definition and role of cognitions in depression, this 
was summarized in the analogy that to claim “cognitions cause depression is 
analogous to asserting that delusions cause schizophrenia" (Beck et al., 1979). 
Secondly, he noted that depression does not occur within a vacuum and that it can 
often be due to consistently misunderstanding others’ behaviours and motives.
Finally, he proposed that rather than ‘depressive realism’, clinical material suggests 
that with complex negative events clients attach a global self-evaluative explanation, 
they do not search for alternatives particularly with ambiguous data.
To conclude, a review of the evidence suggests that despite its shortcomings, CBT 
could be considered as effective as medication and at times showed greater qualitative 
improvements. Though it reported positive results on the prophylactic effects of CBT 
through treatment of acute episodes, it should be noted that reported studies of 
maintenance or booster sessions were sparse in comparison. Furthermore, in light of 
evidence of non-cognitive processes (behavioural or psychodynamic) contributing to
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the success of CBT, perhaps further research is needed on the specific CBT techniques 
before it can be claimed to be truly effective.
Interpersonal Psychotherapy (IPT) was initially developed in the 1970’s for treating 
major depression. It is based on the premise that regardless of the symptoms and 
severity, major depression occurs in an interpersonal context, therefore the focus is on 
improving the quality of the individual’s current interpersonal functioning and the 
problems associated with the onset of depression (Weissman & Klerman, 1990).
According to the IPT framework, major depression involves three components; 
symptom formation (depressive affect, vegetative symptoms e.g. sleep and appetite 
disturbance etc.); social functioning (interpersonal interactions with others derived 
from learned childhood experiences, simultaneous social reinforcement, and current 
problems in mastery of social situations); and personality (enduring traits and 
behaviours e.g. handling anger or guilt, and overall self -esteem) (Klerman, et al., 
1998; Weissman & Klerman, 1990;). Due to treatment brevity, low level 
psychotherapeutic input, focus on current depressive episode and lack of evidence of 
personality change from psychotherapy, Weissman & Klerman (1990) specifically 
reported that IPT intervenes in the first two processes. They noted that although 
personality function is assessed no claims are made regarding its impact on enduring 
aspects of personality. Though some have designed long-term interpersonal 
psychotherapies to achieve personality change, they have not been studied in 
controlled trials (Arieti & Bemporad, 1979, as cited in Weissman & Klerman, 1990).
Interpersonal theories (Brown & Harris, 1978; and Coyne, 1976, as cited in 
Cyranowski et al., 2002) emphasize interpersonal loss, conflict or lack of social 
support to predict the onset, persistence and recurrence of depressive episodes 
(Cyranowski et al., 2002). Research based on the attachment theory and Ainsworth’s 
infant-caregiver attachment paradigm (Ainsworh, Blehar, Waters & Wall, 1978, as 
cited in Cyranowski et al., 2002) has differentiated three patterns of insecure 
attachments in adults who are vulnerable to experiencing depression. Bartholomew & 
Horowitz (1991) described the ‘Preoccupied’ (views the self as unworthy but views 
others in a positive light), ‘Dismissing Avoidant’ (views the self as worthy and others
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as unreliable and rejecting) and ‘Fearful Avoidant’ (holds negative views of self and 
others) (cited in Cyranowski et ah, 2002). Space does not allow a detailed description 
here, further details are provided elsewhere (Cyranowski et ah, 2002).
IPT intervention views depression as a clinical disorder and emphasizes the 
importance of providing a diagnostic label and legitimizing the client’s assumption of 
the sick role (Klerman et al., 1998; Markowitz 1999). Because it uses a medical model 
it is often, and effectively, combined with pharmacotherapy (Frank et al., 1990; 
Markowitz, 1999; Weissman & Klerman, 1990; Weissman, Klerman, Prusoff, 
Sholomskas, Padian, 1981). Furthermore it postulates a (noncausal) connection 
between the depressive episode and the life events that affect the client’s social role, 
which when understood by the client aids effective problem solving of difficult 
interpersonal relationships and consequently improves their mood (Markowitz, 1999).
One of IPT’s distinct features is that it is time-limited (12-16 weekly sessions) 
(Harkness et al. 2002; Weissman & Klerman, 1990), even maintenance therapy for 
depressed individuals at risk of relapse as in MDD adheres to a definite time course 
(Frank, Kupfer, Perel, 1989, as cited in Weissman & Klerman, 1990). IPT focuses on 
the current depression (just prior to and since the onset) and the related interpersonal 
context (Weissman & Klerman, 1990). This therefore requires a systematic review of 
the client’s current significant relationships, however, previous depressive episodes 
and significant relationships are assessed to understand overall patterns in the client’s 
interpersonal relationships (Weissman & Klerman, 1990). Weissman & Klerman, pg. 
383, (1990) also noted that IPT is not concerned with “intrapsychic phenomena”.
They suggested that exploration of current interpersonal problems may detect the 
operation of projection, denial and repression, however, this is not explored as a 
manifestation of an internal conflict but instead the therapist explores the client’s 
current psychiatric behaviour in relation to interpersonal relations.
IPT has three phases in treating an acute major depressive episode (Klerman et al, 
1998; Weissman & Klerman, 1990; Markowitz, 1999). In the ‘initial’ phase, the client 
is quickly diagnosed with depression within an interpersonal context, which is linked 
to one of four interpersonal problem areas: grief, role disputes, role transitions and
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interpersonal deficits (Markowitz, 1999). It includes psychoeducation about the 
depression, its treatment options and provides hope for improvement and resolution 
from the sick role (Markowitz, 1999). The client’s acceptance of the formulation 
related to one of the four interpersonal problems is essential, before continuing onto 
the next phase (Klerman et al., 1998; Markowitz, 1999).
In the ‘intermediate’ phase the focus is on one of the four particular interpersonal 
problem areas, each of which has a discrete and coherent set of strategies as 
summarized elsewhere (Markowitz, 1999). The focus of treatment may change as 
issues are put into perspective (Klerman et al., 1998). Regardless of the interpersonal 
problem, the progression of therapy is as follows: exploration of the problem; client’s 
expectations and perceptions, analysis of possible alternative ways of handling the 
problem area and finally attempts at new behaviour (Klerman et al., 1998).
In the ‘termination’ phase, the client’s sense of competence and independence is 
enhanced by reviewing their accomplishments (Klerman et al., 1998; Markowitz, 
1999). It also includes a review of the nature of depression and the risk of recurrence 
(Markowitz, 1999). For those with recurrent depression who have responded to IPT, a 
maintenance therapy is offered in the form of a new contract (Markowitz, 1999).
Earlier studies of acute treatment (Weissman, Prusoff, DiMascio, Gohlaney & 
Klerman, 1979 as cited in Weissamn & Klerman, 1990; Weissman et al., 1981) 
established IPT efficacy comparable and additive to amitriptyline (tricyclic 
antidepressant) in acute treatment of major depression. The initial study in 1979 found 
the combination of IPT and amitriptyline to be superior to the separate treatments and 
the separate treatments of IPT or amitriptyline to be more effective than the control 
group of non-scheduled treatment. The additive effect of the combined treatment was 
that amitriptyline affected vegetative symptoms and IPT affected mood, apathy, 
suicidal ideation, work and interest (though it occurred only after 4-8wks). However 
there was no differential treatment effect on social functioning during the 16 weeks 
(Weissman et al., 1979, as cited in Weissman et ah, 1981). A one year follow up by 
Weissman et ah, (1981) found the majority, regardless of treatment group, to be 
asymptomatic. However, those who received IPT alone or in combination with
18
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amitryptiline were significantly better in social functioning than those without. 
Moreover there was a trend for the IPT alone group requiring less treatment during the 
follow up, whereas the pharmacotherapy alone group required the most treatment.
Furthermore, Frank et al. (2000) looked at when one treatment would be better than 
another in major recurrent depression. Their unique design had one group with IPT 
and imipramine (tricylcic antidepressant) in combination from the outset and a second 
where IPT alone was provided first and only those who did not improve were then 
offered the combination treatment. The results indicated a 66% remission rate for the 
combined group and a significantly higher 79% remission for the sequential treatment 
group. The positive results for sequential treatment were also supported by Thase, 
Greenhouse, Frank et al., (1997) with a 78% remission rate after acute treatment (as 
cited in Frank et al., 2000). Frank et al., (2000) proposed that the sequential strategy 
acts as a sieve, therefore selecting those who truly need pharmacotherapy for 
remission and remain well.
Maintenance treatment in IPT involves decreasingly frequent, finite sessions. IPT -M  
was designed to enhance strengths achieved in acute IPT, help assume responsibility 
for the prevention of future episodes, and reinforce skills in coping (Harkness et al., 
2002). Earlier studies of maintenance therapy in MDD (Klerman, Weissman, 
Rounsaville & Chevron, 1974, as cited in Weissman and Klerman, 1990) studied 
those who had achieved symptom reduction with amitriptyline and subsequently had 
eight months of; amitriptyline alone, IPT alone, or a combination. The combination 
treatment was found to be the most effective. However pharmacotherapy alone 
prevented relapse and whereas IPT alone improved social functioning and 
interpersonal relations, it had no effect on symptomatic relapse. Klerman et al. (1974) 
argued the findings were essentially due to a lack of a treatment manual and therefore 
uniformity in treatment strategies (as cited in Weissman & Klerman, 1990). However, 
more recently Reynolds et al. (1999) also found the combination treatment to be most 
effective.
Frank et al. (1990) designed one of the more recent and rigorous studies looking at 
individuals who responded to short-term combination treatment of IPT and
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imipramine, who then followed a course maintenance therapies (IPT-M alone, IPT-M 
with imipramine at the acute dosage, IPT-M with placebo, medication clinic visits 
with active imipramine therapy and medication clinic visits with placebo) for 
recurrent depression. The results demonstrated a highly significant prophylactic effect 
for imipramine at acute dosage and only a modest prophylactic effect for monthly IPT. 
Nonetheless, it lengthened the time between episodes when not receiving medication 
and was significantly better than placebo and clinical management. Kupfer, Frank & 
Perel (1989) found combined pharmacotherapy and IPT for two consecutive episodes 
to show comparable mean times to stabilization (11-12 weeks). Nonetheless, early 
intervention for the second episode significantly shortened the overall length of the 
episode by 4 to 5 months. An analysis of the quality of IPT, that is specificity and 
purity, found that high interpersonal specificity survived a mean of 2 years before 
recurrence compared to low interpersonal focus which lasted 5 months (Frank,
Kupfer, Wagner, McEachran & Comes, 1991). Furthermore, a study by Harkness et 
al. (2002) found that severe life events were significantly associated with time to onset 
of the index episode in conditions of no or variable treatment, however with IPT-M 
the potency of life events provoking recurrence was decreased in formerly highly 
reactive and recurrent clients. Therefore providing preliminary evidence for the 
mechanism of IPT-M, which focuses on coping with interpersonal difficulties in being 
effective in decreasing the potency of severe life events (Harkness et al., 2002).
The evidence certainly suggests that IPT is effective, however compared to separate 
treatments of pharmacotherapy or IPT, the additi ve effect of combined treatment 
(where pharmacotherapy alleviates neurovegetative symptoms) seems to provide the 
optimal results in both acute and maintenanace therapy (Frank et al., 1990; Klerman et 
al., 1974; and Weissman et al., 1979, as cited in Weissman & Klerman, 1990; Kupfer 
et al., 1989; Reynolds, et al., 1999). Nonetheless, certain findings should be 
highlighted. Follow-up of acute treatment findings indicate that clients with IPT (with 
or without pharmacotherapy) generally attained a higher level of social functioning 
and required less treatment than those without IPT (Weissman et al., 1981). More 
importantly, sequential treatment of IPT followed by pharmacotherapy resulted in a 
significantly higher remission rate than combined therapy (Frank et al., 2000; Thase et 
al., 1997 as cited in Frank et al., 2000). This would also be less costly than
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combination treatment from the outset (Frank et al., 2000). Although, some 
maintenance studies indicated only a modest prophylactic effect for IPT-M alone it 
significantly increased time between episodes (Frank et al., 1990) and reduced the 
potency of life-events provoking recurrence (Harkness et al. 2002).
Based on previous studies (Klerman, 1976, and Weissman et al., 1979 as cited in 
Klerman et al., 1998) Klerman et al., (1998) suggested a number of hypotheses for the 
positive additive effects of combined treatment; psychotherapy increasing compliance 
with medication schedule; pharmacotherapy providing early somatic symptom relief 
and psychotherapy providing a later and longer lasting effect on social and cognitive 
functioning. It was also found to improve treatment completion compared to separate 
treatments (Weissman et al., 1981 as cited in Klerman et al., 1998). The hypothesized 
negative effects of combined treatment included; devaluation of the client’s ability to 
cope independently, increasing client passivity and decreasing their ability to assume 
responsibility for self-exploration and change, drug-induced reduction of symptoms 
reducing motivation for continuation of therapy or undermining dynamically positive 
behaviour, and psychotherapy working against the positive effects of medication 
through exploration of difficult material. But all were unfounded (Rounsaville, 
Klerman & Weissman, 1981, as cited in Klerman et al., 1998).
Marital disputes have been strongly associated with depression (Weissman, 1987, as 
cited in Weissman & Klerman, 1990). Rounsaville et al. (1990) (as cited in Weissman 
& Klerman, 1990), reported encouraging results on the effectiveness of IPT with 
couples. It is curious that more studies have not been reported, especially as role 
disputes is one of the main interpersonal problem areas considered in IPT. Some 
research suggested that marital status, comorbid personality (Barber & Muenz, 1996), 
and abnormal sleep EEG (Thase et al., 1997) may predict IPT outcome (as cited in 
Markowitz, 1999). One also wonders about the longevity of remission when IPT does 
not address personality traits or the past in any great detail, which could perhaps 
explain the recurrence in some individuals. Furthermore, IPT’s supposed prescriptive 
nature could perhaps be a further point for debate. One could postulate that it could 
decrease the chances of error for novice therapists or at the very least the client would 
know what to expect and what is expected of them, therefore possibly providing some
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security? Alternatively, it may restrict exploration of critical issues within therapy. 
Finally, despite valid and worthy empirical evidence regarding treatment outcome, 
there has been little examination of treatment processes, for example, how reliably 
therapists choose among the four interpersonal areas (Markowitz, 1999) and client’s 
collaboration in this process (if any).
The one study that has compared CBT and IPT outcome is the NIMH Depression 
Research Programme summarized in Elkin (1994) and reported in a number of 
studies, comparing: (1) CBT, (2) IPT, (3) imipramine plus clinical management (IMI- 
CM), (4) placebo plus clinical management (PLA-CM) for 16weeks (as cited in Roth 
& Fonagy, 1996). In summary, all conditions surprisingly resulted in a significant 
improvement pre-to-post treatment (Elkin, Shea, Watkins, Imber, Sotsky, et, al.,
1989). However, there was a greater differentiation between therapies for the more 
depressed sample; IMI-CM and IPT were equally effective, IMI-CM was significantly 
more effective than CBT or PLA-CM and CBT was no more effective than PLA-CM 
(Elkin, Gibbons, Shea, Stotsky, Watkins et. al, 1995, as cited in Roth & Fonagy,
1996). It should be noted that different psychotherapies performed better at different 
sites (Elkin, 1994). In an 18 month follow-up (Shea, et al., 1992, as cited in Roth & 
Fonagy, 1996) few clients recover and remain well, and despite a trend for 
psychotherapies to be superior to IMI-CM, this was not statistically significant.
Finally, despite the wealth of evidence for both interventions, it is interesting that 
some investigators are sceptical of the therapeutic change. Claiming that it is the 
shared therapeutic factors, such as, increasing self-efficacy and problem-solving 
abilities of clients, which promote therapeutic change regardless of the type of therapy 
(Zeiss, Lewinsohn, Munoz, 1979; and Goldffied 1980, as cited in Williams, 1997). 
Nevertheless, the positive evidence cannot be ignored. Though it is difficult to 
conclude which therapy is more effective for major recurrent depressive episode, it is 
imperative to note that different approaches suit different individuals, it is therefore 
the therapist’s responsibility to choose or tailor the most appropriate therapeutic 
intervention in light of the available evidence.
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This essay will begin with a brief description of the necessary terminology. The main 
body of the essay will describe and discuss prominent research findings relating to 
assessment and teaching interventions used for parents with learning disabilities. 
However, a detailed description and comparison of all the different assessment and 
teaching strategies is not within the scope of this essay. The essay will conclude with a 
discussion of some pertinent issues to be borne in mind as well as implications for 
practice.
Definition of learning disability
A diagnosis of learning disability applies to someone with an intellectual functioning 
that is two standard deviations below the mean (IQ of 70 or less), combined with 
impairments in adaptive behaviour in at least two areas: communication, self-care, 
home-living, social/interpersonal skills, use of community resources, self-direction, 
functional academic skills, work, leisure, health and safety, with an onset before 
adulthood (before 18 years) (American Psychiatric Association, 1994). The ICD -10 
(World Health Organization, 1992) classifies an IQ of 69-50 as mild, 49-35 as 
moderate, 34-30 as severe and below 20 as a profound learning disability. People with 
a severe learning disability are unlikely to be given the chance to be parents due to the 
danger posed to the child (Feldman, 1998), and will therefore not be included in this 
essay.
Parental rights and problems for parents with learning disabilities 
There is an estimated 250,000 parents who may have a learning disability or 
borderline disability, though this might be an underestimate (McGaw, 1996). Recent 
societal trends towards deinstitutionalization and normalization have promoted equal 
opportunities for people with learning disabilities (Feldman, 2002). Subsequently 
increasing the number of people with learning disabilities who want to do what most 
adults do and take for granted -  to marry and raise children (Feldman, 2002).
However, many authors (Vogel, 1987; Hayman, 1990; Booth & Booth, 1997) have 
reported parental rights of those with learning disabilities being terminated without 
sufficient evidence of child maltreatment, but for an assumption of parental
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inadequacy due to cognitive limitations (as cited in Feldman, 2002). Though legally, a 
parental learning disability is not sufficient grounds for permanent termination of 
parental rights (Marafmo, 1990, as cited in Whitman & Accardo, 1993), many are 
treated more harshly by the court systems due to concerns of benign physical or 
psychological neglect rather than physical or sexual abuse (Feldman, 1998).
There is however a wealth of evidence reporting difficulties faced by parents with 
learning disabilities and the problems faced by their children. A detailed description is 
not within the scope of this essay. Feldman (1994) cited some according to problems 
in; appropriate decision making (e.g. Tymchuk, Yokota, & Rahbar, 1990), meeting the 
child’s physical, nutritional, health and safety needs (e.g. Feldman, Case & Sparks, 
1992) and providing a stimulating and developmentally appropriate environment with 
a sensitive and responsive manner toward their children (e.g. Feldman, Sparks &
Case, 1993). Furthermore, the negative effects of being raised by parents with learning 
disabilities have also been well documented with delays in language, cognitive and 
physical aspects in infants and school age children (e.g. Feldman, Case, Towns, Betel, 
1985 and Feldman & Walton-Allen, 1997, as cited in Feldman, 2002). The few 
qualitative studies of adult offspring suggest ambivalent findings, although the 
majority reported some social, cognitive or mental health problems (e.g. Booth & 
Booth, 1997, as cited in Feldman, 2002). Given the increasing numbers of parents 
with learning disabilities, it is therefore imperative that parenting skills are assessed 
accurately and taught where appropriate, to allow families to remain together where 
possible with the knowledge that the children are safe.
Various additional factors also affect parenting such as, history of abuse, inadequate 
role models, stigmatization, victimization, physical and mental health problems 
(particularly stress and depression), child behaviour disorders and disability, poverty 
and unemployment (Tymchuck & Keltner, 1991, as cited in Feldman, 2002). These 
negative psychosocial experiences could impact any non-disabled parent, but could 
compound problems for a parent with learning disabilities and need to be considered 
separately rather than being attributed to their learning disabilities. An assessment is 
usually requested to assess the parent’s ability and motivation to acquire new skills,
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their potential to retain and generalize newly acquired skills and their ability to evolve 
with their child’s needs (McGaw, 1996).
Definition of parenting skills
Several possible definitions of adequate parenting skills have been suggested. 
Dowdney and Skuse (1993) cited authors using different parameters such as physical 
care provided (e.g. Mickelson, 1947; Shaw & Wright, 1960), agency support required 
to raise children (e.g. Scally, 1973) and others such as using child outcome measures 
of behavioural, learning, medical or developmental difficulties (e.g. Feldman, Case, 
Towns & Betel, 1985; Gillberg & Geijer-Karlsson, 1983; Whitman, Graves & 
Accardo, 1987). However, there still lacks a clear definition. Assessment of parents 
with learning disabilities is therefore even more difficult (McGaw & Sturmey, 1994). 
The Children Act, UK (1989) by which the legal system decide whether or not 
children are provided adequate care has adopted a preventative model of intervention 
(as cited in McGaw & Sturmey, 1993). It specifies that a child should be taken into 
care if the child is or is likely to suffer significant harm due to the care given by the 
parent. Bentovim (1991) suggested further clarification o f ‘significant harm’ which is 
particularly relevant for assessing parents with a mild learning disability, describing it 
as:‘ a major symptom of failure of adaptation by parents to their role and also involves 
both the family and society’, (as cited in McGaw & Sturmey, 1993). Courts also look 
for the provision of a safe, healthy, nurturing and stimulating environment (Hayman, 
1990, as cited in Feldman, 1994).
This still leaves the question, what is the minimal adequate or good-enough parenting? 
Winnicott (1965) proposed that ‘perfect-parents’ do not exist, but ‘good -enough’ 
parents adapt their behaviour and lifestyle for the child’s well being and needs in all 
major family plans (as cited in Cooper, 1985). Pringle (1975) summarised a child’s 
basic needs across all cultures as being; basic physical care, affection, security, 
stimulation of innate potential by praise, guidance, control, responsibility and 
independence (as cited in Cooper, 1985). Erickson (1950) and Bowlby (1979) 
proposed that subsequent needs involve promoting basic trust and attachment for the 
foundation of balanced personality development and self-esteem (as cited in Cooper,
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1985). The child’s needs inevitably evolves as it goes through middle childhood and 
puberty.
Models as a framework for assessment
Belsky (1984) proposed a Process model for determining parenting. The model 
proposed that parenting was multiply determined by three factors: personal 
psychological resources of parents, characteristics of the child and the contextual 
stress and support for the parents. McGaw & Sturmey (1994) suggested the Parental 
Skills Model specifically developed from four identified areas predicting adequate and 
inadequate parenting by those with a learning disability. Childcare (e.g. physical care, 
affection, security, responsibility, stimulation and independence) and development 
(e.g. children’s adaptive behaviour such as self-help, motor, socialization, cognitive 
and language skills) were considered the primary indicators which if inadequate, can 
threaten the health and safety of the child. The remaining three areas were considered 
the secondary indicators, but are equally important. They include parent’s life skills 
(e.g. functional academic skills, language and social skills, home-care, self-help skills, 
vocation) required for obtaining social and material resources. Failure in parent’s life 
skills were reported to influence parent-child relationship, parental physical and 
mental health and therefore interfere with child-care and development. Parental family 
history (e.g. parent’s childhood, parents, siblings, other relatives, trauma, abuse or 
neglect), which would indicate knowledge and exposure to appropriate child-rearing 
models and child-care. Finally, parental support and resources which can include 
professional and social support, and reported to be the determining factor in removal 
of children (Whitman, Graves, Accardo, 1989).
Dowdney & Skuse (1993) reported several studies with specific additional factors 
influencing parenting which include, family characteristics (e.g. family size, spouse 
characteristics, marital relationship) and child characteristics (e.g. age, sex, ordinal 
position and temperament), although research was notably scant in this area. 
Interestingly, IQ does not seem to relate to parental competency unless below 55-60 
(e.g. Andron & Tymchuk, 1987, as cited in Dowdney & Skuse, 1993).
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Categories of assessments
Magen & Rose (1998) reported that there are three main assessment methods 
available; interviews, behavioural and attitudinal checklists and direct observations. 
Interviews being the most common were easy and inexpensive, but the least 
systematic to evaluate treatment outcome, non-specific, with low reliability because it 
was based on retrospective client recall (Kadushin, 1990, as cited in Magen & Rose,
1998). Checklists were described as easy to administer and inexpensive with 
published norms, but did not allow assessment of idiosyncratic behaviours. They also 
have a functional rather than a diagnostic role and were not weighted (McGaw, 1998). 
Direct observations were described as highly reliable, but lack of time and training 
meant that it was not feasible. Magen & Rose (1998) therefore developed role-play 
test scenarios of parenting skills (with middle class able Caucasian women) to 
measure natural behavioural enactment Therefore allowing location of problems in 
people-environment interactions rather than the rater’s perception of the behaviour. 
Other advantages also included carefully controlled situation (Nay, 1986) and eliciting 
infrequent behaviours therefore saving time (Nay, 1986; Gresham, 1986) (as cited in 
Magen & Rose, 1998). However, studies have also questioned the external validity of 
role plays due to observer effects (De Armas & Birgham, 1986; Frish & Higgins,
1986), instructional demand effects causing a change in the role play response (Frish 
& Higgins, 1986) and methods used to rate responses (inexperienced versus trained 
judges) (Kern, 1994) (as cited in Magen & Rose, 1998).
Dowdney & Skuse (1993) noted that studies assessing parenting can also be divided 
into three broad categories and described the strengths and weaknesses of each 
category and described outcomes of the assessment studies. The first category were 
global assessments, which often lead to conflicting findings between studies due to 
poorly specified criteria, varying definitions of parental competence, poor sample 
selection procedures, and heterogeneous subjects. The second category were 
observational assessments (mainly on play interactions) which also included interview 
and checklists which were an improvement as they had well defined measures, but 
nonetheless had poor control groups, had small sample sizes and had very short
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observed time periods. The third category focused on major failures in parenting 
reflected by abuse and/ or neglect.
Assessments available
Several assessments incorporating different methods are available, what follows is a 
brief list of the main assessments that could be considered when assessing areas 
suggested by the Parent Skills Model. It is by no means an exhaustive list.
Life skills could be assessed with the Wechsler Adult Intelligence Scale -III (McGaw 
& Sturmey, 1994) to determine individual strengths and weaknesses and how to tailor 
the intervention and distinguish between mild and moderate learning disability (there 
is little relationship between IQ and parental competency unless below 55-60 (Andron 
& Tymchuk, 1987, as cited in Dowdney & Skuse, 1993)) and the Wide Range 
Achievement Test-Revised (Jastak and Wilkinson, 1984, as cited in McGaw and 
Sturmey, 1994) for academic attainment. Adaptive behaviour could be assessed using 
the Vineland Scales of Adaptive Behaviour (Sparrow, Balia and Cicchetti, 1984, as 
cited in McGaw and Sturmey, 1994), role-plays (Magen and Rose, 1998) and criterion 
referenced behavioural scales to identify skills in need of training through observation 
of skill performance (Tymchuk and Feldman, 1991). There are range of checklist 
instruments available for assessing home safety such as the Home Danger Recognition 
Inventory and Home Safety Precautions Inventory (Tymchuk, 1991).
Family history can be gathered through interviews and records from educational, 
medical and support agencies. Parental support and resources including emotional and 
practical support (e.g. housing, transport, advocacy services etc.) can also be gathered 
through interviews and the Tymchuk Social Support Relationship Matrix (Tymchuk, 
1996, as cited in McGaw, 1998). Parental health may also be worth investigating 
(physical and mental). Child care skills can be assessed via a range of observational 
checklists based on knowledge of child health and development (Tymchuk and 
Feldman, 1991). Examples include looking at stimulation within the home 
environment as well as verbal and emotional responses from the mother (Caldwell and 
Bradley, 1984, as cited in McGaw and Sturmey, 1993) and attachment (Fahlberg,
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1984, as cited in McGaw and Sturmey, 1994). Child development can be assessed 
using the Bayley Scales of Infant Development (Bayley, 1969, as cited in McGaw and 
Sturmey, 1994), the Egan Bus Puzzle Test looking at language (Egan and Brown, 
1984, as cited in McGaw and Sturmey, 1994) and the Wechsler Intelligence Scale for 
Children-III (Wechsler, 1999, as cited in McGaw & Sturmey).
Finally, McGaw, Beckley, Connolly & Ball (1998) developed a global and seemingly 
thorough assessment for ‘good enough parenting5 based on research evidence 
available. It is based on the Parental Skills Model and includes assessment of child 
care and development, behaviour management, independent living skills, safety and 
hygiene, parents5 health and relationships and support. Furthermore, research has also 
shown that knowledge of skills does not indicate that skills are automatically practised 
(Bakken, Miltenberger & Schauss, 1993) therefore each section individually looks at 
parental knowledge, skills and frequency of support. It utilizes different methods of 
gathering data described above, such as observation, client reports and questionnaires 
and rater checklists. It5s weakness is perhaps that it requires a subjective judgement 
about whether a parent's ability is good, adequate or poor and the lack of statistical 
weighting. It also lacks assessment of academic achievement, which may be useful to 
tailor an intervention for the specific individual's strengths and weaknesses. However 
the author is unaware of any other assessments claiming to avoid these pitfalls and the 
WAIS-III could always be used in conjunction with the assessment. It's strengths 
include that it was developed specifically for the assessment of parents with learning 
disabilities and that it uses a variety of methods for gathering data and is based on a 
model (Parent Skills Model) formulated from the specific inadequacies pertinent to 
the client group.
Conclusion
The scant literature on the difficult issue of assessing competency of parents with 
learning disabilities suggests that the development of appropriate assessments is still 
in its infancy. The Children Act, UK (1989) and authors such as Bentovim (1991) (as 
cited in McGaw and Sturmey, 1994) may have clarified when a child might need to be
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removed from the care of their biological parents (whether with or without learning 
disabilities), but the lack of clear standards for what is good enough parenting is still 
widely acknowledged. Therefore making a difficult task even more difficult because 
parents have learning disabilities -  especially because they may have to satisfy a 
stricter criterion than parents without learning disabilities (justifiably or not).
Nonetheless, there seems to be reasonable consensus on important parenting 
dimensions relevant for sound child development (Dowdney, Skuse, Rutter, Quinton, 
Mrazek, 1985, as cited in Booth and Booth, 1994), which has allowed researchers and 
clinicians with experience in the field to develop assessments specific for parents with 
a learning disability. However, as far as the author is aware, there seems to be very 
little recognition of the influence or resilience a child can have regardless of parenting 
(Booth and Booth, 1998). Though authors acknowledge child IQ, temperament and 
behaviour as influencing parenting -  there appears to be little research or assessments 
identifying protective factors that a child might possess regardless of parenting. The 
Process model (Belsky, 1984) seems to have given more prominence to child 
characteristics than the influential Parental Skills Model (McGaw and Sturmey, 1994) 
which has provided a framework for assessments within the field.
Finally, despite the lack of clear standards for good-enough parenting, identification 
of at-risk parents have controversially been as early as the gestational period, based on 
removal of previous children and maternal behaviours on the ward (Bohlin and 
Larsson, 1986, as cited in McGaw and Sturmey, 1993). Although such information is 
useful to be borne in mind, a thorough assessment would hopefully be the future for 
parents with learning disabilities rather than being judged on their past or their current 
limited understanding of childcare. Parents with learning disabilities also share the 
same problems as other impoverished families (poor physical and mental health, 
childhood neglect/abuse etc) (McGaw, 1996) and these need to assessed and 
distinguished from their learning disabilities with a provision of the appropriate 
support. The use of multi-agency work is also recommended for an accurate and 
thorough assessment to identify needs of parents and children (Cotson, Friend, Hollins 
and James 2001). Cotson et al. (2001) also highlighted the need for modifying 
communication style to check for understanding, that their needs will be different
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(perhaps greater) if assessed in an unfamiliar environment as opposed to their own 
home, and that they may have poor concept of time which could be misconstrued as 
lack of motivation. Finally, development of future assessments should incorporate 
parents’ strengths and achievements to improve their self-esteem and confidence, 
especially as they may have had a history of rejections and failures (Cotson et al., 
2001). Whether parents can keep up with their child’s development has also been 
questioned by clinicians in the field (Accardo and Whitman, 1990, as cited in Cotson 
et al., 2001), assessments of whether their rate of learning is fast enough is also 
required (Cotson et al., 2001) but currently unavailable as far as the author is aware.
Programs for teaching parenting skills
There is increasing recognition that parents with learning disabilities can learn the 
necessary parenting skills with appropriate training and support (e.g. Feldman, Towns, 
Betel, Case, Rincover and Rubino, 1986; Feldman and Case, 1999). Owing to space 
limitations a detailed description and discussion of individual studies is not within the 
scope of this essay. The focus of the remainder of the essay will be on the general 
findings and issues raised from the intervention studies such as, different intervention 
strategies available, effective versus ineffective teaching, predicting responsiveness to 
treatment, outcomes of interventions pertaining to maintenance, knowledge versus 
skill acquisition and generalization of skills.
Several training programs have been reported in the literature. Programs for parents 
mainly focus on issues of child-care and safety, life-skills, decision making, positive 
interactions and problem management to prevent developmental delay (see reviews by 
Tymchuk & Feldman, 1991; Feldman, 1994; Hur, 1997). Teaching appear to be home- 
based or learning centre programs (e.g. Llewellyn, McConnell, Russo, Mayes and 
Honey, 2002; Tymchuk and Andron, 1988), utilizing behavioural programmes that 
involve simple instructions, task analysis, pictorial prompts, modelling, feedback, 
role-play and positive reinforcement (e.g. Feldman, Towns, Betel, Case, Rincover & 
Rubino, 1986; Peterson, Robinson & Littman, 1983; Feldman, 1998). Few looked at 
parents learning together, where goals included self-help support groups.
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individualised educational plans and contracts with different modules (e.g. child 
development, time concepts, medical care) taught via modeling, role-playing, 
practising, discussion and repetition (Whitman et al., 1989). Authors also looked at 
informal training, which involved learning from the experience of others, using family 
traditions, learning from practice and mistakes and trying alternatives (Llewellyn,
1997). Self-instruction using audio-visual child-care manuals were also reported as 
being effective (Feldman and Case, 1999). Child training programmes such as the 
Milwuakee Project (Garber, 1988, as cited in Feldman, 2002) for children with parents 
with learning disabilities have also achieved positive results but will not be discussed 
here as the focus is on teaching parents.
Outcomes of interventions
Childcare interventions such as parents learning together programme have been 
successful (Parks, 1984, as cited in Whitman, et al., 1989) but authors also noted 
recurrent problems in language, organizing and sequencing, overgeneralization and 
undergeneralization, desire to please and a tendency to bum out their support system 
(Whitman, et al., 1989). Self instructional programme reported positive results with 
parents reaching similar skill levels as parents without disabilities which was 
maintained for up to 6.5 months (Feldman & Case, 1999). Behavioural programmes 
with control groups reported significantly higher child care skills than control group 
post training (which equalled a non-handicapped comparison group) (Feldman, Case 
& Sparks, 1992b, as cited in Feldman, 1994).
Most child development interventions programmes appear to be behaviourally based. 
They show positive results with post-training skills (positive interactions, applying 
behavioural and developmental principles) similar to non-handicapped comparison 
groups which were maintained at follow up periods ranging from one month 
(Tymchuk, Andron, Tymchuk, 1990) to five to ten months, which were also 
generalized from instructional setting to their homes (Feldman et al., 1986). Though 
Peterson et al., (1983) found an increase in positive interactions such as decreased 
directiveness and increased positive verbal behaviour, only the latter was maintained 
at a month follow-up. Suggesting that parents can acquire subtle attentional skills, but
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only non-directive skills are maintained after terminating training. Life skills 
interventions with behavioural programs showed positive (Sarber, Halasz, Messmer, 
Bickett & Lutzker, 1983, as cited in Feldman, 1994) and negative results with 
inconsistent improvement and poor maintenance (Watson-Perezel, Lutzker, Greene, 
McGimpsey, 1988, as cited in Feldman, 1994).
Limitations of evidence base
Though the outcomes are generally positive, limitations of the current research should 
also be noted. Research tends to be limited to areas of interaction, decision-making 
and emergency/ safety with less focus on life skills (Hur, 1997). Hur (1997) also 
highlighted the need for more studies with normative comparative groups, with 
representative samples and appropriate research designs. Observation periods also 
appeared very sort ranging from 5-15 minutes (e.g. Bakken, Miltenberger, Schauss, 
1993). One also wonders whether the positive results could be due to the parents being 
in the borderline disability range in several studies (e.g. Feldman et al., 1986) and 
therefore more able? Feldman (1994) also conducted a comprehensive review of 20 
studies and noted several limitations regarding the evidence base for teaching 
interventions. Some had no baseline parenting skill scores, making post training 
scores difficult to interpret (e.g. Bakken et al., 1993; Sarber et al., 1983, as cited in 
Feldman, 1994). Few looked at training couples and none of them looked at single 
fathers. Several were reported as having low interobserver reliability (e.g. Peterson et 
al., 1983) and were criticized for having trainers as observers who could inadvertently 
provide cues for expected behaviour. External validity of the studies were also 
questioned as only 3 of the 20 studies employed a rigorous repeated measures between 
group design with random assignment to training and control groups. Finally, 
confounding variables such as the number of professionals working with them could 
also have affected the results.
Effective versus ineffective teaching interventions
Despite the problems reported with studies in the field, the overall evidence base 
suggests that parenting skills can be taught, however ways in which effective and
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ineffective teaching can occur has also been highlighted. Feldman (1994) noted that 
consistently better results were obtained with home-based, skill-focused, behavioural 
teaching strategies (e.g. Bakken et al., 1993; Feldman, Case & Sparks, 1992, as cited 
in Feldman, 1994). Programs were also more effective when skills were broken down 
into component steps (Feldman, et al., 1986) and included behavioural instructional 
strategies such as modelling, performance feedback and social and tangible 
reinforcement as opposed to didactic teaching (Feldman, 1994). Education packages 
with record charts, homework, corrective practice and trainer praise was more 
effective than just corrective feedback without praise (Watson-Perezel, Lutzker, 
Greene & McGimpsey, 1988, as cited in Feldman, 1994). Feldman, Case, Rincover, 
Towns & Betel (1989) also found that verbal instruction alone was not as effective as 
the full behavioural package (as cited in Feldman, 1994). Authors generally 
recommend individualized, multi-modal, simple, intensive, directive and long-term 
intervention with a combination of behavioural, teaching, counselling and peer- 
advocacy approaches (Budd & Greenspan, 1985).
Llewellyn et al., (2002) looked at home-based intervention and noted that learning 
was more effective with: pictorial aids, interactive learning, scheduling achievable 
activities, repetition without repetitiveness, and identifying individualized capabilities 
and goals. Llewellyn et al., (2002) also noted that though the home-environment may 
be the most effective there were frequent distractions, there could be competing needs 
of parents and educators which needed to be addressed, parents readiness to learn 
could be effected by past experience and finally the parent’s ability to change or 
control the environment could vary greatly, with some feeling powerless to apply the 
newly acquired knowledge. Additional factors such as child characteristics (e.g. 
normal development) (Feldman, et al., 1986) and supportive family relationships 
(Andron & Tymchuk, 1987, as cited in Dowdney & Skuse, 1993) have also been 
suggested as contributing to effective teaching, though few studies have looked into 
the family system in any detail (Llewellyn, 1997).
A questionnaire survey of behavioural oriented therapists suggested that the parents’ 
initial degree of adaptive competence as perceived by the therapist and the mother’s
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involvement in treatment contributed to treatment success (Budd and Greenspan, 
1985). Individual differences, their personal and domestic circumstances (e.g. SES, 
family conflict and social isolation) have been proposed as variables predicting 
parental compliance for intervention (Cullen, Cronk, Pueschel, Schnell and Reed, 
1981, as cited in McGaw & Sturmey, 1993) though others found no significant effects 
due to these variables (Budd and Greenspan, 1985).
Generalization and maintenance
Following on from study outcomes above, findings regarding maintenance generally 
seems to be positive (e.g. Feldman, et al., 1986), as indicated by the Feldman review 
(1994) with 92% of parents maintaining 55% of the skills. However others found that 
the newly acquired skills were quickly forgotten at follow-up (e.g. Peterson et al., 
1983). Therefore rapid learning may be followed by swift forgetting without ongoing 
support (Booth and Booth, 1994). However, it is difficult to distinguish whether this is 
due to teaching or parental differences (Booth and Booth, 1994).
There appears to be more concerns regarding parents’ ability to generalize. Bakken et 
al., (1993) compared a board game format to behavioural instruction in the clinic and 
home to find that knowledge acquisition was independent to skill acquisition. Results 
showed that though the parents’ correct verbal responses (knowledge) increased, 
actual positive child interactions (skills) only increased with (1) performance-based 
training and (2) when it was conducted at home rather than the behavioural training 
clinic. However they also noted that sequencing effects should also be taken into 
consideration. There are several anecdotal reports of over or under generalization (e.g. 
Whitman, et al., 1989). Contrarily, Feldman et al., (1986) found that training could be 
generalized from clinic to homes. A survey of behaviourally oriented therapists 
regarding their clients suggested limited generalization effects beyond the specific 
problems and settings despite reportedly comprehensive intervention (Budd & 
Greenspan, 1985).
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Conclusion
Research suggests that parents with learning disabilities can be taught parenting skills, 
however owing to the heterogeneous group their ability to learn seems to vary 
according to individual differences, background and so on. Teaching interventions 
also seem to be behaviourally based and one wonders what effect a more social 
system's perspective (Booth and Booth, 1993) could have on interventions where the 
whole family system is taken into account.
Booth and Booth (1994) concluded that research findings for teaching parenting skills 
for parents with learning disabilities were also positive, but noted that several things 
needed to be borne in mind. They highlighted that training needs to be geared to 
individual cognitive needs with individualized, simple, specific and achievable goals. 
Periodic and long-term reinforcement was required for maintenance and to adequately 
keep up with the child’s changing needs when they grow. Maintenance and 
generalization was assisted by teaching in real life settings rather than clinics and 
strengthened when partners were involved. Training was more effective when 
continuous and intensive rather than irregular and with different staff members. 
Training was less effective when parents had to cope with additional external 
pressures (e.g. homelessness) and preoccupied with the survival of day-to-day crisis.
Practice implications and future research for assessment and teaching parenting 
skills
It is important to bear in mind that parents with learning disabilities are a 
heterogeneous group and therefore need individualized support. Related to this, it is 
also important to take into account their history, the system they are involved in and 
the multitude of problems they may face which could explain why learning is not 
occurring. If possible, support should be provided, for any parenting intervention to 
have a significant impact. Given their possible past rejections, it also imperative to 
identify, commend and capitalize on their previous achievements during assessment 
and teaching (Cotson et al., 2001) rather than promoting a self-fulfilling prophecy that 
they cannot cope. Booth and Booth (1993) highlighted aspects of competence 
promoting and inhibiting support which can be applied in all aspects of working with
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parents with learning disabilities. They noted competence promoting support as being: 
intense support for crisis periods, appropriate long-term support, practical training 
opportunities encouraging self-reliance, practical support for finances and domestic 
needs. They highlighted competence inhibiting support as: manipulation of parents’ 
fear of their child being removed as a way of ensuring compliance, intrusive day-to- 
day surveillance undermining their capabilities and reinforcing feelings of inadequacy, 
failure to involve them in decisions, sporadic supervision with financial support when 
long-term support was necessary.
It is the author’s understanding that the PSM model implied the role of a child as 
being passive, this may not be the case. The resilience exhibited by some children 
(Booth & Booth, 1998) should be borne in mind during assessment and incorporated 
in any intervention, though this is not to promote neglectful practice. Parents may also 
have a number of professionals working with them, possibly providing conflicting 
advice and causing unnecessary confusion (Cotson et al., 2001) which would need to 
be addressed.
More research is also needed on the positive or successful aspects of parenting by 
people with learning disabilities, looking at how they have coped. Literature on 
adequacy thus far has given little attention to the views of the parents (Booth & Booth, 
1995). It has been noted that parental difficulties could increase as the child goes 
through middle childhood and puberty as the child’s needs change (Cotson et al.,
2001), but there is little research with parents dealing with children of this age.
Finally, research is also desperately needed for parents with learning disabilities from 
ethnic minorities.
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This essay will begin with definitions of what will be considered abuse, followed by a 
brief description and understanding of sequelae following child abuse. It will briefly 
review and discuss empirical research findings of the controversial yet seemingly 
strongly held notion in academic and clinical settings, of child abuse victims being 
more likely to become abusers in adulthood. The main body of the essay will then; 
briefly describe possible theories of victims becoming abusers and discuss assessment 
and intervention suggested by theories; draw from literature on general child abuse 
victims and focus on particular issues thought to be pertinent for the subgroup of 
possible friture abusers based on findings from adult abusers’ history; discuss findings 
from reviews on victims becoming abusers and their clinical implications. The essay 
will end by discussing issues pertinent for future research.
Definition of abuse
Child abuse can be divided into several categories, where children may have 
experienced one or all of the different forms of abuse. The following definitions were 
succinctly summarised by Edgeworth and Carr (2000). Physical abuse involves 
intentional injury or poisoning of a child. Sexual abuse involves use of a child for 
sexual gratification with varying intrusiveness (from viewing to penetration) and 
frequency (from a single episode to chronic abuse). In sexual abuse, a distinction is 
also made between intrafamilial abuse (abuser within family) and extrafamilial 
(abuser resides outside family home). Literature on victims becoming abusers tends to 
focus on physical and sexual abuse as a child -which could potentially be seen as 
more violating. This is not to negate the distress and difficulties emotional abuse and 
neglect can cause in the short and long-term. It is more than likely that a child 
experiencing physical or sexual abuse would also experience emotional abuse and / or 
neglect as well (Corby, 2000) therefore it will be discussed in combination with other 
forms of abuse. However the remainder of this essay will focus on physical and sexual 
abuse.
Effects following child abuse
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A detailed description and discussion of the abundant literature of children’s 
developmental sequelae following physical and sexual abuse is not within the scope of 
this essay. Very young physically abused and neglected children lack confidence in 
play, become self-critical, have low self-esteem, exhibit ‘frozen watchfulness’, or may 
be hyperactive in the short-term (Calam & Franchi, 1987, as cited in Corby, 2000). 
Medium term effects include negative peer relations, such as being more aggressive 
(Reidy, 1977; Kinard, 1980), difficulty establishing trust (Kinard, 1980) and 
underachieving in school (Lynch & Roberts, 1982, as cited in Corby, 2000). The 
majority of the literature suggest that personality traits are formed in early childhood 
and carried into adulthood, therefore distortions in personality due to early abuse are 
incorporated into the person’s basic personality structure (Kinard, 1980) rather than it 
being separate (Rocklin & Lavett, 1987). Long-term effects linked with physical 
abuse include mental illness (Reed, 1998, as cited in Corby, 2000), drug taking 
(Ferguson & Lynskey, 1996, as cited in Corby, 2000), delinquency and violent crime 
(Lewis et al., 1989, as cited in Corby 2000) amongst others.
Some of the initial or short-term effects of sexual abuse reported include general 
psychopathology, hostility, aggression, sleeping and eating disorders and 
inappropriate sexual behaviour (Gomes-Schwartz et al., 1990, as cited in Corby,
2000), fearfulness depression and withdrawal (Brown & Finkelhor, 1986, as cited in 
Corby, 2000). Long-term effects reported include anxiety, depression, suicide 
attempts, substance abuse, poor interaction with peers and sexualized behaviour 
(Peters, 1988; Calam, Home, Glasgow & Cox, 1998) and low self-esteem (Herman, 
1981, as cited in Corby, 2000) amongst others.
Abuse and its effects is a heterogeneous phenomenon, dependent on the varying 
nature of the act, abuser and relationship to child, frequency, duration and severity, as 
well as the child’s developmental level, style of coping and gender (Friedrich, 1988). 
This heterogeneity should be borne in mind for assessment and intervention. 
Furthermore, some children are more resilient to traumatic events than others, the 
reasons suggested being higher intelligence, personality and situational factors such as 
forming alternative positive relationships (Mrazek & Mrazek, 1987, as cited in Corby, 
2000) which will be discussed later. Furthermore, sexual and physical abuse will be
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discussed jointly unless highlighted otherwise, however it should also be noted that 
the former is more well researched in the field (Kolko, 2000).
Are abused children more likely to become abusers themselves?
Reviews on the topic (Kaufinan & Zigler, 1987; Oliver, 1993; Widom, 1989; Falshaw, 
Browne & Hollin, 1996) suggest that the notion of victims becoming abusers is widely 
accepted (Pears & Capaldi, 2001) despite the paucity of empirical evidence. 
Retrospective analysis can indicate a 60% transgenerational rate, whereas a less 
skewed prospective analysis indicate 18% (Kaufinan & Zigler, 1987). Most reviews 
suggest the best estimate of intergenerational transmission to be 30% for physically/ 
sexually abused or severely neglected children to abuse their children. There is still 
debate as to whether aggression is a heritable and therefore stable trait in victims who 
become abusers (Fisher & Irving, 1991; Widom, 1989; Bailey, 2000; Straker & 
Jacobson, 1981).
The majority of child abuse victims do not become abusers (Widom, 1989) therefore 
the path from victim to abuser remains largely unclear. Although research is in its 
infancy in unravelling protective and high risk factors for victims becoming potential 
abusers it is a starting point to aid clinicians in the assessment and intervention of 
child abuse victims. Several protective factors that could act against the eifects of 
maltreatment and break the cycle have been identified. Not having been abused by 
both carers (Herrenkol, Herrenkol & Toedter, 1983) and forming a good supportive 
family/ social relationship in childhood (Egeland, Jacobvitz & Sroufe, 1988; Hunter & 
Kilstrom, 1979; Morton & Browne, 1998) was important. Experiencing less severe 
and shorter periods of abuse and undergoing therapy to come to terms with the abuse 
(Egeland et al., 1988; Hunter & Kilstrom, 1979; Kaufinan & Zigler, 1989) were 
additional factors. Having positive school experiences (Rutter, 1989a as cited in 
Falshaw et al., 1996) and a supportive partner (Egeland et al., 1988; Morton &
Browne, 1998; Hunter & Kilstrom, 1979) was noted as protective. Finally, personal 
characteristics such as high intelligence (Mrazek & Mrazek, 1987, as cited in Corby, 
2000) and gender, as only 2% of female victims (sexual) become abusers (Classer, 
Kolvin, Campbell et al., 2001).
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Vulnerable factors have also been identified which increase the chances of becoming 
an abuser. Experiencing and witnessing intrafamilial violence, being rejected by 
family therefore experiencing rejection and discontinued care (Bentovim, 2002;
Skuse, Bentovim, Hodges et al., 1998) increases vulnerability. Heavy reliance on 
dissociation -  where victims split themselves off by avoiding memories of the abusive 
relationship and therefore fail to confront it (Egeland et al., 1988; Oliver, 1993) is 
another factor. Type and length of abuse -  for example being victim to paedophilia 
and incest has more powerful effect than just one (Classer et al. 2001; Burton, 2003), 
relationship and gender of abuser -  for example related and abused by males and 
females, and if penetration was involved also increased the risk (Burton, 2003). It is 
also of note that though there are significantly less female abusers they may share 
many factors leading to abusive pattern with their male counterparts (Bentovim,
2002).
The existence of previous abuse alone is therefore not sufficient in identifying and 
preventing potential abusers (Widom, 1989). Finkelhor (1986) also highlighted the 
negative consequences of assuming a single factor theory of transmission making it a 
self-fulfilling prophecy (as cited in Bentovim, 2002). It is also of note that though 
there are reportedly higher numbers of female victims (sexual), more male victims 
become abusers (Classer et al. 2001). Moreover, there is a larger group of adult 
abusers who were not abused as a child (particularly sexually) (Classer et al. 2001), 
however the remainder of this essay will focus on the smaller group of child victims 
who may have the potential to become adult abusers. This essay will look at both intra 
and extra familial abuse.
Many have argued child physical abuse occurs irrespective of race or class. However, 
this could be debatable as several studies have found a higher incidence among the 
poor and non-white minorities (Gil, D. 1971 and Galdston, 1965, as cited in Jayaratne, 
1977). It is assumed to be the case in sexual abuse as well. Yet others have argued that 
these results are due to institutional racism and reporting biases (Light, 1975, as cited 
in Jayaratne, 1977). There is some evidence that abused children of colour may suffer 
more serious consequences than the majority of children (Cohen, Deblinger, 
Mannarino & Arellano, 2001, as cited in Korbin, 2002). Disparities in health and
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mental health care have also be noted (Korbin, 2002). However it is interesting to note 
that in a study of victims becoming offenders, ethnicity and racial characteristics 
measured in a variety of ways had no statistically significant association with a victim 
becoming an abuser (Bagley, Wood & Young, 1994). Therapist cultural competence, 
that is, practice geared towards knowledge of and skills in working with cultural 
groups other than one’s own (Korbin, 2002) is imperative. It is debatable whether the 
therapist and client should be of the same cultural group, however, even with the same 
cultural group other differences (education, SES) and power differentials can still exist 
(Korbin, 2002). One promising direction involves understanding culture by examining 
at the level of the neighbourhood or community (Korbin, 2002). It is important to 
understand how variable and dynamic cultural and ethnic differences is involved in 
child abuse, however it is difficult to discuss as little is published in the field and it is 
often highly political.
Theories for understanding how victims may become abusers
Several theories (Falshaw et al., 1996; Ney, 1988) have been suggested to understand 
what has come to be known as the cycle of abuse. Buchanan (1998) broadly grouped 
the literature into cultural and socio-political (both extrafamilial) and psychological 
and biological (both intrafamilial) major interrelating cycles that directly or indirectly 
lead to intergenerational child maltreatment.
Assessment and intervention would naturally depend on the theory(s) it is based on, 
however most interventions consist of multiple therapeutic techniques (Kolko, 2000). 
Given the diversity of manifestations following child abuse, it is unlikely that any 
particular therapy is more effective or suitable for all children (Finkelhor & Berliner, 
1995). This essay will therefore draw on the main theories rather than restrict itself to 
one theory. However a detailed description of the main theories is not within the scope 
of this essay.
One of the main theories in understanding child abuse and victims having a potential 
to become abusers appears to be Bandura’s Social Learning Theory summarized by 
Herrenkohl, et al. (1983), Egeland et al. (1988), Reidy (1977), and Burton (2003). The 
basic premise being that, exposure and practice of maltreatment in childhood provides
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a model through which to learn aggressive behaviour and believe that it is an accepted 
method of goal realization, which once learned is relatively stable through adulthood. 
Alternatively, as a child grows they may learn nonaggressive retribution strategies that 
may complement the earlier aggressiveness depending on the familial and cultural 
norms they are exposed to (Fleshbach, 1974, as cited in Herrenkohl, et al. 1983).
An equally popular theory of understanding victim to abuser cycle is Bowlby’s 
(1973) attachment theory, which postulates that working models of the self, others and 
self-other relationships are based on early relationships with caregiver and carried 
forward into adulthood. Those who have not formed secure relationships (therefore 
see themselves as unworthy, unlovable), without an alternative stable and satisfying 
relationship, would therefore be unable to form a secure relationship with their own 
children and risk abusing them (Egeland et al., 1988). Hence it is the caregiving 
relationship that is transmitted rather than violence per se (Buchanan, 1996, as cited in 
Morton & Browne, 1998).
The psychoanalytic avenue proposes that the victim identifies with the aggressor and 
is compelled to repeat the trauma (Green, 1983). The victim by becoming an abuser 
can therefore express in displaced form the rage towards the original abuser, as well as 
relieving tension, counteracting painful affects which acts as a pathological form of 
self-esteem regulation (Green, 1983). Being abused could mobilize hostility and rage 
which is stabilized in the psyche and therefore lay foundation for future abusive 
behaviour (Parens, 1987).
It is also of note that the Traumagenic Dynamic Model by Finkelhor and Browne 
(1985) for sexual abuse, also partially applicable for physical abuse is the most 
influential in psychological formulations in understanding long term consequences of 
abuse (as cited in Stevenson, 1999). Although it does not explain the victim to abuser 
cycle it would be imperative to consider the needs of the abused child and help them 
rather than just understanding and preventing the victim to abuser cycle. The model 
proposes four aspects as immediate consequences that would need to be addressed in 
therapy: (1) traumatic sexualisation, where the child’s sexuality is shaped 
inappropriately and in an interpersonally dysfunctional fashion, (2) betrayal, where
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they discover that a person they were vitally dependent on caused them harm, (3) 
powerlessness, where the child’s sense of efficacy is constantly contravened and (4) 
stigmatization, the negative connotations around the experience that is incorporated 
into the child’s self-image (Stevenson, 1999). Glaser (1991) additionally identified the 
need to address secrecy prior to disclosure and the confusion in being involved in a 
pleasurable yet naughty behaviour instigated by trusted adults (as cited in Stevenson,
1999).
Assessment for victims with a potential of becoming abusers
It is interesting to note that a literature search suggested a paucity of research 
specifically for assessment and intervention for possible victims who may have a 
potential to become abusers, despite the apparently strongly held conviction that 
victims are more likely to become abusers. Literature also reports more parent/ family 
based interventions than individual child victim intervention (Corby, 2000). This 
essay will draw on individual child assessment and interventions and briefly mention 
parent/ family aspects of assessment and intervention because the child does not exist 
in a vacuum. Hence the latter would also be necessary for improved outcome 
(Deblinger, 1994, as cited in Finkelhor & Berliner, 1995) and prevention of becoming 
an abuser.
For the purpose of this essay, it is assumed that a thorough assessment relating to risk, 
protective factors, the child’s psychosocial functioning and so on (Carr, 1999a; Carr, 
1999b) has been implemented when the abuse was disclosed. Due to space limitations 
only pertinent issues in assessment and intervention relating to the potential for 
victims to become abusers will be mentioned. However as noted before, given the 
diversity of manifestations following child abuse this essay will discuss assessment 
and intervention based on an eclectic, multidimensional approach based on the main 
theories which should always be tailored to individual needs (Murphy-Berman, 1994; 
Leifer & Smith, 1990).
Assessment should determine whether any symptoms described previously need 
attention (for example anger, ambivalence, fear, self-blame, low self-esteem, stigma 
and isolation) differentiated by age, gender (Kendall-Tackett, Williams & Finkelhor,
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1993) and emotional development (Lindon & Nourse, 1994). As noted previously, 
particular attention to vulnerable and protective factors associated with a potential for 
becoming an abuser is imperative to tailor intervention. Protective factors should 
therefore identified at the outset to capitalize and strengthen during therapy and 
vulnerable factors such as attachment style, pervasive violence within the home and 
dissociation, should be a focus with in assessment and therapy (Bentovim, 2002). 
Identification of early externalizing responses is imperative. They include 
hyperarousal, intrusive actions, violent fantasies, explosive outbursts, intimidating and 
frightening style, anger and grievance and in sexual abuse -  sexualization of closeness 
and aggression (Thomas, 1995 as cited in Bentovim, 2002). Attachments of concern 
are dismissive, indiscriminate, controlling or disorganized (Bentovim, 2002). This 
could cause a fragmented sense of self, identification with the abuser, blaming 
punitive style or bullying style of relating (Cicchetti & Toth, 1994, as cited in 
Bentovim, 2002).
Though several self and parent reported questionnaire measures are available to aid 
assessment (Finkelhor & Berliner, 1995; Hyde, Bentovim & Monck, 1995), the 
Dissociative Experiences Scale II (DES; Carlson & Putnam, 1993, as cited in Narang 
& Contreras, 2000) and the Child Abuse Potential Inventory (CAP; Milner, 1986, as 
cited in Narang & Contreras, 2000) may be particularly useful for this sub-group. 
Careful consideration of whether they may be exposed to further violence or rejection 
within the family context is imperative(Bentovim, 2002), however discontinuity of 
care can also result in increased problem behaviours (Farmer, 1992).
Assessment following sexual abuse has additional issues. Potential ‘sleeper effects’ 
where problems could appear later, though the child appears to be coping at the time 
should be appreciated (Finkelhor & Berliner, 1995; Calam et al., 1998). Some follow- 
up assessments may therefore be useful. Some argue that male victims may live in a 
more sexualized peer group than girls (Cook & Howell, 1981). Therefore may not 
recognise sexual abuse as abuse per se, because sexual experience and violence may 
be more acceptable to male culture (Dube & Hebert, 1988), (as cited in Briggs & 
Hawkins, 1996). This would have to be borne in mind for assessment whether it was
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considered normal, inconsequential or enjoyable (Briggs & Hawkins, 1996), so 
intervention can be tailored with more education and non-violent assertiveness.
Assessment considerations for parents and family have been detailed in Carr (1999a & 
b), which include their mental health, coping style, marital relationship, self-efficacy 
and so on. Parent assessments would primarily focus on parenting skills, their 
knowledge of child development and cognitive sets around anger and mood regulation 
and whether family sessions would be appropriate (Carr, 1999a & b). Indeed literature 
suggests that most interventions are parent focused at the risk of neglecting the child, 
particularly in physical abuse (Greenwalt, Sklare & Portes, 1998). Particular attention 
is needed relating to a culture of intrafamilial violence and care rejection/ parenting 
style, whether they believe the child and the parent’s own life history, for example 
whether they were abused and lacked an appropriate parenting model (Bentovim, 
2002).
Intervention forvictims with a potential of becoming abusers
Space restrictions mean that treatment for child abuse victims generally, regardless of 
whether they have a potential to become abusers will not be discussed here. For a 
comprehensive review and description of interventions including cognitive behaviour 
therapy, family therapy, psychotherapy following child abuse, see Stevenson (1999), 
Kolko (1996), Kolko (2000) and Carr (1999a & b) based on theories described 
previously. Evidence for treatment effectiveness does not unequivocally indicate 
whether therapy works (spontaneous symptom reduction) or which therapy works best 
(Stevenson, 1999). Therefore the following is a discussion of which seems to help.
The following issues drawn from general child abuse literature and specific literature 
for preventing the cycle should be given additional consideration for potential abusers. 
Therapy should always be tailored for different age groups and their presenting 
problems (Kendall- Tackett et al., 1993) rather than having a blanket therapy.
There is some consensus that victims are able to break the cycle and more so with 
therapy or some other from of support (Egeland et al., 1988; Main & Goldwyn, 1984, 
as cited in Egeland et al., 1988). There is evidence for only some specificity relating 
the type of psychological outcome to the type of abuse experienced (Stevenson, 1999),
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hence raising the question whether specific therapies are necessary for specific types 
of abuse or whether the symptoms should be treated with methods not necessarily 
tailored to their aetiology (Beutler & Hill, 1992, as cited in Stevenson, 1999). There 
are undoubtedly similarities in sequelae following any type of abuse and it could be 
argued that therapy does not have to be tailored to aetiology, particularly as there is 
debate to whether the same type of abuse is repeated by the victim as the abuser in 
adulthood (Falshaw et ah, 1996). However, the therapy goals in sexual abuse 
(Finkelhor & Berliner, 1995; Lindon & Nourse, 1994) and some of the author’s 
clinical experience also suggest that there may be something intrinsically different in 
how the victims perceive themselves following sexual abuse. Hence issues relevant to 
both physical and sexual abuse will be discussed first, followed by additional issues 
pertinent for sexual abuse. Furthermore, the essay will focus on useful strategies and 
considerations from a variety of therapies based on different theories for victims to 
potential abusers, rather than restricting itself to one therapy or giving a 
comprehensive description or review of different therapies.
Research suggests that symptoms do decrease during the course of abuse focused 
therapy, but vary according to symptom type and time in therapy. Therapy therefore 
needs to be tailored to symptomatology, (PTSD, anxiety, depression) and consider 
point in time after abuse (Lanktree & Briere, 1995). Change to positive self-concept is 
possible by helping children recognize and deal with their mixed feelings and 
providing an environment to develop caring peer relationships, developing a correct 
attribution of events and creating an alternative healing story (Culp, Little, Letts & 
Lawrence, 1991; Bentovim, 2002). Typical treatment components would involve a 
skills component (anxiety control, assertiveness training, goal setting, problem 
solving, social skills training), a psychotherapeutic component (recognition of 
feelings, developing a positive sense of self, identification with others, peer 
relationships, exploring and understanding attributions of self-blame and guilt, a 
protective relationship with a carer) and an educative component (healthy 
relationships) (Carr, 1999a & b; Bentovim, 2002; Lindon & Nourse, 1994).
Rocklin and Lavett (1987) describes the aspects involved to help the children see the 
world in a new way, to learn to trust and to experience being cared for without being
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hurt. They describe issues of cognitive transference, using physical contact for 
reassurance and eventually incorporates the therapist as the carer they never had rather 
than the negative self-image and destructive carer attitudes. The reparenting process 
allows the child to regress and then progress through normal developmental stages of 
growth to the present time. The management of emotional dysregulation is essential 
by developing coping strategies and ways of identifying and expressing emotions. 
Cognitive behavioural approaches have been particularly effective in dealing with re­
enactment, visualizations, explosive feelings and responses (Finkelhor & Berliner, 
1995).
Dissociation must be specifically targeted in therapy to reduce it (Lanktree & Briere,
1995) and subsequently the potential for becoming an abuser. Narang and Contreras 
(2000) described how it can be reduced by fully accepting the reality of their abuse 
history, as well as accepting that the abuse affected them negatively. The goal would 
be to reclaim dissociated thoughts and affect as part of the self, by emphasizing that 
dissociation is no longer necessary for survival and that they have other avenues of 
gaining control. It is imperative that the traumatic effects of witnessing or 
experiencing pervasive violence (with or without sexual abuse) leading to subjective 
helplessness, the evacuation of defensive aggressive fantasies and traumatic 
visualization of abusive experiences (Bentovim, 1992, as cited in Bentovim, 2002) is 
identified. In order to prevent the later sexualization and eroticization of aggressive 
fantasies, which could lead to abusive behaviour as a form of revenge fantasy to 
reverse the sense of powerlessness, therapy should aim to reverse the sense of 
powerlessness, grievance and revenge through the therapeutic processes already 
outlined (Bentovim, 2002).
Discontinuity of care could lead to a profound feeling of rejection which may result in 
the formation of an insecure attachment (Bentovim, 2002) and later relationship 
difficulties which could potentially contribute to becoming an abuser (Main &
Weston, 1981, as cited in Morton & Browne, 1998). Though the once established 
representations of self and others are difficult to change because they operate outside 
conscious awareness, they can and do change (Morton & Browne, 1998). It has been 
suggested that repeated and consistent exposure of positive care giving may lead to a
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change (Graze & Rosenthal, 1993, as cited in Morton & Browne, 1998). This could be 
achieved through the therapeutic relationship, parent skills training, foster care or 
reducing the frequency of living with various carers if necessary.
It is widely accepted that families experiencing child abuse need therapeutic 
interventions. (Greenwalt et al., 1998; Saywitz, Mannarino, Berliner & Cohen, 2000). 
At the apparent lack of literature to indicate otherwise, it is assumed that parent or 
family intervention would be same as in general intervention for child abuse, mainly 
involving behavioural principles (Gough, 1993). Hence, involving education and 
support groups, anger control training, treatment for any problems such as depression, 
alcohol abuse or their own abuse histories, coaching in positive and warm child 
interactions and being solution focused (Carr, 1999a & b). Focusing on individual, 
parental and family issues both past and present using family therapy principles is also 
effective (Hyde, Bentovim & Monck, 1995). Ventilating feelings of guilt or remorse 
and accepting the occurrence of abuse is also necessary (Fumiss, 1991, as cited in 
Carr, 1999a & b; Bentovim, 2002). Situational intervention may include support 
against socioeconomic stressors and social isolation (Stevenson, 1999). A pervasive 
culture of violence and neglect would have to be recognized if applicable. Family 
therapy and individual cognitive behavioural therapy parallel to the child’s work have 
found to be effective in reducing parental violence, conflicts and children’s 
externalizing/ aggressive behaviour, as well as improving family cohesion (Kolko,
1996).
Monck, Bentovim, Goodall, et al. (1996) (as cited in Bentovim, 2002) summarized 
specific work with the family to reduce the potential for the victim to become the 
abuser.
They recommended extensive work on clarifying the abusive action, who the abuser 
was to ensure full responsibility is taken and appropriate apologies given. Work on 
denial, minimization and projection of blame where the child is left with a sense of 
guilt should be constantly tackled. Power, powerless and appropriate empowerment 
within the family context to reduce intimidation is needed. Blurred boundaries need to 
be corrected to reduce identification and inappropriate role modelling. And finally loss
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and bereavement for children who cannot return to their original families should be 
recognized within the new family.
Bentovim (2002) summarized some pertinent additional intervention issues in sexual 
abuse based on a small-scale study to prevent the abusive cycle. Though the study was 
based on boys, one would assume it could be generalized for female victims as well. 
Individual therapy should consist of a reasonable degree of warmth, without it being 
too intense, which could be a reminder of the abusive context in which they were 
groomed to accept inappropriate sexual activity. Group work can avoid this and help 
the child gain a sense of belonging and identity with different sexes. There needs to be 
extensive explanation for the process by which the child has become sexually abused, 
the silencing and rationalization used to entrap and silence. Sexual feelings, arousal 
and beliefs need to be corrected, particularly for boys who are in the process of 
becoming offenders who will have confusing images of themselves, their abuser and 
about other children, creating shame and guilt. Therapy therefore needs to name such 
processes with familiarity and comfort allowing them to share their uncomfortable 
experiences. Dysfunctional thoughts regarding body image, body change and gender 
orientation, such as the common defence process of imagining that heterosexual 
activities were going on when being abused by a same sex adult should be discussed 
in therapy. Education about healthy and unhealthy cycles of relationships, sexuality, 
gender and the law is also necessary (Davis & Leitenberg, 1987). Bentovim 
highlighted that the notion of understanding a dating cycle which helps adolescents 
learn how relationships are made with peers in contrast to an abusive cycle including 
fantasies and masturbatory activities associated with their own abuse and abuse of 
others. It is also essential to identify potentially dangerous situations and to identify 
distortions of thinking that confuses sexuality and affection.
Additional family/ parental intervention is also necessary, other than that mentioned 
previously, whether individually or in a group setting so that they can provide each 
other with support. Non-abusive parents require identification of their own feelings 
related to the abuse of their child and training in coping skills, so that they can 
gradually be exposed to a discussion of their children’s experiences (Bentovim,
2002). They need to be supported in discussions regarding sex education, coping with
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their child’s post-traumatic symptoms, sexualized behaviour and emotional outbursts 
(Bentovim, 2002).
Conclusion
There is a paucity of empirical evidence indicating that child abuse victims are more 
likely to become abusers. The best estimate is a 30% transmission rate and the path is 
by no means a straight one (Kaufman & Zigler, 1987). Moreover, there is also a lack 
of evaluated treatments particularly in preventing the victim to abuser cycle. Given 
the heterogeneity of the victims, it was felt that no one theory would suffice to explain 
the transmission of abuse from victim to abuser and likewise assessment and 
intervention would therefore have to be multidimensional incorporating different 
theories and interventions to understand and attempt to prevent the problem. Literature 
also suggests that abuse and symptom specific therapy is more effective (Falshaw et 
al., 1996; Ney, 1987; Saywitz, et al., 2000). Though this essay did not focus on family 
intervention, it was concerning that intervention was geared more to family 
intervention at the risk of neglecting the child’s individual needs (Greenwalt, et al.,
1998). It is also of note that there appears to be more literature in treatment of sexual 
abuse as opposed physical abuse (Kolko, 2000) -  is the latter thought to be less 
violating or more accepted within the culture? It should also be noted that not all child 
abuse victims improve, therefore more research is needed to understand why 
(Finkelhor & Berliner, 1995).
Regardless of the potential to become an abuser, a child has been abused. A study 
asking victims of their experiences relating to disclosure and intervention found that 
their reactions varied considerably from increased to decreased distress (Berliner & 
Conte, 1995). The two themes with implications for improving professional practice 
from psychologists to the police was (1) that children really noticed and appreciated 
when they were treated in a personal and caring fashion and (2) the importance of 
being treated respectfully. Finally, for a hopeful prognosis treatment must be 
implemented in a context of protection and safety, as therapy cannot be a substituted 
for good acre but can only facilitate the process (Bentovim, 2002).
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“nothing is at last sacred but the integrity o f your mind”
Ralph Waldo Emerson, (cited from Jos, 2003, writings of a grandfather conveying
thoughts to his grandson)
Up to six percent of people below the age of 65 years and up to twenty per cent aged 
85 years and over are affected by dementia (Copeland, Davidson, Dewy, Gilmore, 
Larkin, McWilliam, Saunders, Scott, Sharma & Sullivan, 1992, as cited in British 
Psychological Society, 2002).
The first half of the essay will look at the different roles clinical psychologists can 
pursue either in combination or in isolation. This primarily includes: assessment, 
intervention, working with families, training staff and further research into each of 
these areas. All of which vary within each stage of dementia. It is not within the scope 
of this essay to describe or discuss each of these components in detail, but it will 
attempt to consider the main issues for each area. The second half will aim to discuss 
how our contribution as psychologists may be evaluated according to the literature 
base. Given the progressive nature of dementia and its inevitable outcome, it appears 
more difficult to evaluate our contribution to a person and their families’ well-being. 
Pertinent issues such as what is considered success and who defines the outcomes to 
be evaluated will therefore be considered.
There is now a slow and subtle change in the concept of dementia from the medical 
model which focuses on the loss of abilities, the person being different and therefore 
potentially deviant (Innes, 2002), to a more person focused psychosocial approach of 
understanding someone with dementia and how the changes involved affect their 
thinking and feelings (Cheston & Bender, 1999). Hence, increasing the potential role 
of clinical psychologists in direct intervention with clients as well as consultation with 
family and staff.
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Understanding diversity
Particularly important are issues of diversity, across generations and culture, which 
should be borne in mind through out the essay. However, the issues considered are by 
no means exhaustive. Hays (1996) usefully organised an assessment based on the 
American Psychological Association’s (1993) “Guidelines for Providers of 
Psychological Services to Ethnic, Linguistic and Culturally Diverse Populations” (as 
cited in Hays, 1996). It includes: Age and generational influences, Disability, Religion, 
Ethnicity, Social status (income, occupation, education, rural or urban origin). Sexual 
orientation, indigenous heritage, National origin and Gender. The framework 
highlighted would undoubtedly be useful for any role that a psychologist may take in 
working with older people. It also helps to explore factors influencing psychologists’ 
own identity, world view and work with clients as well as factors which influence 
their clients and the complexity of interpreting race related differences. Given space 
limitations the term ‘minority’ will refer to research findings from different cultural 
groups to highlight issues that need to be considered rather than restricting the 
discussion to one minority group. However, Hays (1996) also highlighted the 
importance of recognising within-group differences to discourage inaccurate 
generalisations about the client’s culture and the assumption of a simplistic 
monocultural identity based solely on the client’s appearance -  even if the client and 
psychologist are from the same culture. Psychologists must become aware of their 
own cultural attitudes and recognise how it shapes their understanding of the world 
and that eurocentric assumptions may not be appropriate when applied to other 
cultures (Gallagher-Thompson, Haley, Guy, Rupert, Zeiss, Long & Ory, 2003). 
Different cultural perceptions of aging (e.g triumph over adversity as opposed to loss) 
(Haley, West, Wadley, Ford, White, Barrett, Harrell & Roth, 1995) and the value of 
roles as opposed to cognitive status (Gaines, 1989, as cited in Gallagher-Thompson et 
al., 2003) must also be considered. Moreover, traditional models exclude focus on the 
spiritual needs such as the symbolic and emotional aspects of faith of persons with 
dementia, despite its important role noted by sufferers across race (Elliot, 1997 and 
Gwyther, 1995, as cited in Beck, 2001). Furthermore, minority elders have been 
described as experiencing “double jeopardy” due to minority status and age-related 
stressors (Belgrave, Wykle & Choi, 1993, as cited in Haley et al., 1995).
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Further research is needed to develop different models that are sensitive and specific 
in understanding the experience of stress and coping in culturally diverse populations 
(Gallagher-Thompson, et al., 2003), as well as variables and issues that promote 
therapy across cultures and those that produce engagement and positive therapeutic 
outcome.
Some issues pertinent to assessment
There are several roles within assessment which raise different issues for the 
psychologists, client and family. Neuropsychological assessment for differential 
diagnosis, evaluation of memory complaints and changes in cognitive functioning that 
deviate from normal aging (American Psychological Association, 1998) is a well 
known role for psychologists. Recent research has also highlighted the use of 
additional psychosocial disability measures (day-to-day problems, caregiver burden 
and mood) in combination with cognitive assessment in defining ‘mild5 dementia and 
differentiating it from moderate and severe dementia (Richards, Moniz-Cook,
Duggan, Carr & Wang, 2003) so that appropriate measures can be put in place earlier.
Once diagnosed, there are a number of fears of the harmful effects in disclosing this 
information to the client (Heal & Husband, 1998). Heal and Husband (1998) found 
younger sufferers were more likely to be informed by the medical profession, possibly 
highlighting ageist attitudes, and that few carers were given the opportunity to discuss 
the issues involved in disclosure even if the information was disclosed by themselves 
or a professional. This is clearly an area psychologists can consider with clients and 
carers. To manage anxiety regarding the diagnosis, be involved in decisions about 
their health, challenge self-stigmatisation and also provide the opportunity to establish 
a therapeutic relation and understanding the client’s perspective (Husband, 1999; 
Richards et al., 2003) early on in the process.
Psychologists can be involved in the careful assessment and clear conceptualisation of 
the profoundly idiosyncratic aetiology in dementia and the many other variables that 
can affect presentation and therefore the need for tailored intervention, particularly for
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challenging behaviours (Bird, 1999). Slone and Gleason, (1999) described a practical 
model for developing strategies given the complexity of the problem noted above. The 
variables highlighted as possible contributors to challenging behaviour and therefore 
need to be assessed are: comfort needs, mood, assaultiveness, client’s perception of 
the problem, activities, triggers, pattern of escalation, relevant personal history, 
caregiver interaction style and level of cognitive functioning.
Following diagnosis, psychologists often work with extremely complex cases where 
they may be no single-modality solutions and, contrary to some other mental health 
problems the determining factor on whether it is a problem is the effect of the 
behaviour, not necessarily the behaviour itself (Bird, 1999). Hence a case-specific 
approach, though not prevalent in scientific literature, is imperative as opposed to the 
prevalent (by default) medical model approach (Bird, 1999).
Beck (2001) highlighted the need for research to clarify definitions of phenomena, 
classification schemes and to design more rigorous theoretically based studies. 
Outcome measures sensitive to change in earlier stages of dementia also need to be 
further researched.
Intervention
Space constriction does not allow a detailed or exhaustive review of the numerous 
interventions involved in dementia care, tailored for the client according to aetiology, 
the client’s presentation and their needs. The main interventions available in the 
literature will be noted here, with considerations of innovative practice and particular 
issues across interventions.
Though disheartening, Slone & Gleason (1999) noted the importance to bear in mind 
that the goal of intervention is not to cure the dementia, but to manage behaviour 
problems that make life unnecessarily difficult for the client, carers and others. 
Interventions that are beneficial might, on average, produce modest gains and in some
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cases reducing further deterioration of the problem may be the best outcome (Zarit & 
Leitsch, 2001).
When considering intervention it is necessary to identify the level at which it will 
intervene (client, individual, community) therefore allowing the intervention to 
specify its goals and develop appropriate strategies (Zarit & Leitsch, 2001). Goals 
with the client are dependent on the severity of the dementia: Nonetheless, functional 
competency, behaviour and mood should be a focus, though gains may be temporary 
(Zarit & Leitsch, 2001). Early goals can also involve clients actively addressing 
problems, planning for the future (Yale, 1999, as cited in Zarit & Leitsch, 2001), 
whilst later goals may have to reflect the best interest of the client and the care facility 
(Zarit, Dolan & Leitsch, 1998b, as cited in Zarit & Leitsch, 2001). Intervention should 
also be timed during periods of sensitivity to change rather than randomly (Zarit & 
Leitsch, 2001).
Jones (1995) summarised the interpersonal-Sullivaninan psychotherapy (Sullivan,
1953 and 1954, as cited in Jones, 1995) for clients with dementia. Jones (1995) argued 
that “talking therapies” were previously thought to be contraindicated because the 
standard psychotherapy discounts the unique needs and dysfunctions of the person 
with dementia. Sullivan proposed that commonalities of the human experience far 
outweigh individual differences and that conscious perceptions of reality develop 
through three modes from infant to adult. The dementing process is superimposed on 
the preexisting personality and in dementia there is a regression through the modes of 
experience, hence understanding the clients’ premorbid history is essential in 
treatment. The model also proposes that all persons strive for mental health, therefore 
the therapeutic relationship itself to reduce excess anxiety is more important than 
specific interventions which will enable the person’s own tendency toward better 
functioning. However, the model has yet to be validated empirically.
A common role for psychologists is in behaviour management planning for 
challenging behaviours (Opie, Rosewame, O’Connor, 1999; Slone & Gleason, 1999; 
Proctor, Bums, Powell, Tarder, Faragher, Richardson, Davies & South, 1999). Kasl-
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Godley and Gatz (2000) succinctly summarised several psychosocial interventions, 
with suggested models and a review of the empirical evidence for each. It is not within 
the scope of this essay to consider these in detail. The approaches included: 
psychodynamic approaches; reminiscence and life review; support groups, reality 
orientation, memory training, behavioural approaches (behavioural and cognitive 
behavioural). The first three approaches were more focused on the client’s subjective 
experience of dementia where as the remainder target subjective distress (Kasl-Godley 
& Gatz, 2000). They noted that psychodynamic approaches appear useful in 
understanding intrapsychic experience and the challenges clients face. Support groups 
and cognitive-behavioural therapy in early stages for building coping strategies and 
reducing psychological distress. Behavioural approaches and memory training help 
optimise remaining abilities by targeting specific cognitive deficits. Reality orientation 
improve interpersonal functions. Reminiscence and life review help build connections 
that make clients feel productive and needed. Cognitive rehabilitation based on 
Kitwood’s (1997) dialectical model aims to: optimise functioning, minimise risk of 
excess disability, where as compensatory models by Cottrell & Schulz (1993),
Hagber, (1997), Woods and Britton, (1985) suggest enhancement of self efficacy, 
combating threats to self-esteem and making best use of individual resources (as cited 
in Clare & Woods, 2001).
Further research on case-specific approach is necessary to gather data on idiosyncratic 
aetiology and management rather than depending on randomized controlled trials 
(Woods, 2003). Reporting of failures and successes would allow abstraction of 
commonalties of approach and differentiation of effective and ineffective techniques 
(Bird, 1999; Zarit & Leitsch, 2001). Research to predict who will benefit from 
treatment and how “success” is defined, whether palliation of anxiety or enhancing 
quality of life is enough, what is a good client-environment fit, as well as client- 
therapist rated effects of treatment is needed (Jones, 1995). Little attention has been 
paid to assessing early interventions as well as preventative strategies where clients 
can actively participate in intervention (Schulz, 2001). It was particularly interesting 
to note that Manthorpe, Iliffe & Eden (2003) looking at the ‘implications of early 
recognition of dementia for multiprofessional team working’ did not discuss the role 
of psychology, which may highlight the void in psychological input and research at
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this level. Development of measurement tools for assessing interventions in later 
dementia is also imperative (Zarit & Leitsch, 2001).
What about the caregivers?
A large number of dementia sufferers (80%) are reported to live in the community 
(Nolan, Grant, Ready, 1996, as cited in Innes, 2002) which again highlight the 
potential role to be provided by clinical psychologists to the carers. Katz, Gallagher, 
Zielski & Bruguera, (unpublished) referred to family caregivers as the "hidden 
patients” as carers frequently underestimate the toll of caregiving (as cited in 
Houlihan, 1987). Furthermore intervening on behalf of one (of client-caregiver dyad) 
will also impact the wellbeing and functioning of the other and the wider network of 
relationships (Zarit & Leitsch, 2001). Studies have found that assessments of carers 
remain implicit and fragmented, with some carers being assessed without even being 
aware of it (Arksey, Hepworth & Qureshi, 1999 and Fruin, 1998, as cited in Nolan, 
Ingram & Watson, 2002).
Reviews have found differing care giver burdens, with more positive outcomes related 
to being a male caregiver, having a female care receiver and the duration of the 
caregiver role (Gilhooly, 1984, as cited in Houlihan, 1987). Psychological reactions in 
care giving include denial of illness, over involvement with the receiver to 
compensate for deficits, anger, guilt and existential conflicts such as fear of death, 
anxiety provoked by isolation, fears associated with freedom and their need to put 
meaning into their own lives (Teusink & Mahler, 1984, and Levine, Gendron, Datoor 
at al., 1984 as cited in Houlihan, 1987). Cognitive, behavioural and dynamic tools 
were suggested to respond to these clinical issues, explore gender issues and societal 
expectation of caregiving, to help confront acceptance of a diagnosis, witnessing 
deterioration, coping with practical needs and eventually accepting placement of the 
care receiver in a residential setting (Sheldon, 1982 and Barnes, Raskind, Scott & 
Murphy, 1981, as cited in Houlihan, 1987). ft is likely that different types of 
intervention for caregivers have different effects depending on the nature of the 
relationship and the nature of the difficulties exhibited (Donaldson, Tarrier & Bums, 
1997, as cited in Cooke, McNally, Mulligan, Harrison & Newman, 2001).
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Psychoeducation and support groups have been reported as effective in reducing 
caregiver burden, increasing knowledge and reducing isolation (Barnes, et al,. 1981 
and Kahan, Kemp, Staples & Brummel-Smith, 1985, as cited in Houlihan, 1987). 
Cooke et al., (2001) from a review of the available literature defined and coded 
possible caregiver intervention as: general education, general discussion, support 
group, social skill straining, social support, social activities, cognitive problem 
solving, cognitive therapy, cognitive skills, practical caregiving skills, record keeping, 
relaxation, behaviour therapy, psychotherapy and counselling and respite.
Prosch (1999) in a questionnaire survey found that the most useful aspect of the 
service according to carers was a meeting with a member of the team and as many 
family members as the client and the caregiver chose to invite. To allow for a 
discussion and explanation of the diagnosis, presentation of the recommendations and 
resources and the opportunity to ask questions. Carers reported this as a positive 
experience by allowing discussion of painful information with all concerned with 
appropriate professional support and guidance.
Minority caregivers may be at higher risk due to poorer health, poverty, 
unemployment, crime and racism (Anderson, 1991, as cited in Haley, et al., 1995). 
However, research also suggests that minority caregivers may be more resilient to the 
negative psychological effects of caregiving (depression and burden) and show how 
higher levels of care giving satisfaction, with different appraisal and coping responses 
to stress than to White caregivers (Haley et al., 1995; Hinrichsen & Ramirez, 1992 
and Lawton, Rajagopal, Brody & Kleban, 1992, as cited in Haley et al., 1995). 
Unexpectedly, family support patterns (using extended family, satisfaction with social 
support) and their effects show more similarities than differences across race (Haley, 
et al., 1995; George, 1988, as cited in Haley et al., 1995). However, the style of such 
support may be different, hence in minority families, if immediate family members are 
unavailable as caregivers, more distant relatives are used as a compensation (Haley et 
al., 1995; Chatters, Taylor and Jackson, 1985, as cited in Haley et al., 1995).
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Furthermore, there seems to be an unrest as to whether clients and families should be 
supported for the client to live in the community for as long as possible or whether 
they should be in residential settings or at least have more service input earlier on in 
the process. There is no clear answer to this when talking about your loved ones, 
hence further research needs to consider these delicate issues in deciding what is best. 
In comparing families and care managers about their assessment of how well the carer 
copes, managers systematically underestimated the range of coping strategies that 
families utilise, especially cognitive. Which, if not recognised, the risk of 
inappropriate interventions utilised by services will remain high (Grant and Whittell, 
2001, as cited in Nolan, Ingram & Watson, 2002). Furthermore, evaluation from a 
carer perspective is essential to understand the continued failure of a significant 
percent of the carers rejecting services that are available and affordable (Zarit & 
Leitsch, 2001). Montgomery and Williams (2001) also highlighted the need for the 
research community to challenge the dominant view that family should be the first 
line of support for dependent members, as it reinforces structural inequities of gender, 
race and class.
Finally, Haley, Larson, Kasl-Godley, Neimeyer & Kwilsoz, (2003) highlighted how 
psychologists can also provide valuable roles in providing support during the dying 
process and after the death of the client, with bereaved survivors. They noted that 
though psychologists may not be seen as key in the end-of-life care at the moment, 
this is changing as psychologists are becoming increasingly involved in intervention 
with chronic illnesses, the emergence of the biopsychosocial model in medicine and 
clinical health psychology.
Family care is generally assumed to be high quality care, however, it has received 
scant attention by researchers (Montgomery & Williams, 2001). It has been noted that 
there is often a deterioration in the client during the initial stages of institutionalisation 
as they are taken away from familiar and supportive environments (Montgomery & 
Williams, 2001). Despite the extensive research on care provided by family the critical 
question of differential impacts (coping well and not) remain unanswered, such as the 
factors and conditions that account for differences.
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Research so far has focused on the functional level of the care recipient, level of care 
provided and background characteristics of caregiver (gender, relationship, generation 
and culture) (Montgomery & Williams, 2001). However, there is further need for 
understanding carer variables and care giving context as mediators in outcome of 
client well-being and effects of different intervention (Davis, Buckwalter, Burgio, 
1997, as cited in Beck, 2001; Cooke et al., 2001). Follow-up studies on caregiver 
intervention is also lacking, particularly as it may take time for the intervention to take 
effect. The reasons for available measures of caregiver burden appearing to be 
insensitive to change after intervention (Cooke et al., 2001) need to be researched 
further and new measures developed if need be.
Training and consultation with staff
Ballard, Fossey, Chithramohan, Howard, Bums et al., (2001) recently highlighted the 
poor quality of care in residential settings across three Health areas in the UK, where 
16 out of 17 facilities were rated as requiring radical or much improvement (as cited 
in Featherstone, James, Powell, Milne & Maddison, 2004).
Managing dementia requires a team effort as no single discipline has the resources or 
the expertise to do it alone (Slone & Gleason, 1999). Further to direct intervention 
psychologists can also have a crucial role in co-ordinating input from the different 
team members to develop appropriate management strategies for different team 
members (Slone, 1996, as cited in Slone & Gleason, 1999). Psychologists can also 
help to recognise and contain team dynamics that can have a critical impact on 
outcome (Slone, Prather & Olin, 1996, as cited in Slone & Gleason, 1999) particularly 
as residential care staff often seem over worked, inexperienced and appear to have a 
high turn over. Psychologists can also provide direct training in recognising and 
managing challenging behaviour to improve care staff understanding of psychosocial 
causes of challenging behaviour using cognitive-behavioural and experiential teaching 
methods (Featherstone et al., 2004).
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Outcomes of training programmes appear to be varied. Moniz-Cook, Agar, Silver, 
Woods, Wang & Elston (1998) reported an in-service training programme in 
recognising the psychosocial causes of challenging behaviour and then implementing 
a person-centred care plan. Although the incidence of challenging behaviour did not 
change three months post training (compared to control home), staff reported a 
significant improvement in their management of challenging behaviour. However, 
these effects were not maintained at one year follow-up, which raises the importance 
of regular training supervision with their own relevant material in maintaining a 
psychosocial intervention. Similarly Featherstone et al., (2004) provided a brief a 
training programme for 40 care workers on improving knowledge, attitudes and 
coping, which produced significant changes in staff attitudes and knowledge base, but 
no reported change in their coping style. However, Hagen & Sayers (1995) 
programmes for staff covering dementia, reasons for aggression and care principles 
reported a subsequent drop in resident aggression (as cited in Opie et al., 1999).
Further research on the variables to promote long-term gains of staff training 
programmes are needed.
Evaluation
With the assumption that clients are inherently unreliable or too confused, their views 
have often been considered invalid (Cotrell & Schulz, 1993, as cited in Bamford & 
Bruce, 2000). This ignores the variability in their communication and their ability to 
provide accurate reports of their immediate situation (Cotrell & Schulz, 1993, as cited 
in Bamford & Bruce, 2000). For example, observational methods have been used in 
residential settings to use meaningful engagement on the assumption that the quality 
and quantity is indicative of quality of life (MacDonald, Craig, Warner, 1985, as cited 
in Bond, 1999). Further evaluation of the provision of quality of care in dementia 
services may include supervision mechanism and training opportunities (Innes, 2002) 
as provided by psychologists.
Furthermore, outcome measures used have also been questioned (Bamford & Bruce, 
2000). Bamford & Bruce (2000), through discussions, interviews and informal
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discussions with clients and their carers identified two outcomes that should be 
evaluated: quality of life (access to normal activities that maximise feelings of choice 
and control, sense of social integration, maintaining personal identity) and service 
process (desired impacts of service delivery). This was in contrast to what is currently 
being evaluated, moreover, methods of assessing quality of life have been rooted in 
taken for granted assumptions of policy makers (Bond, 1999; Bamford & Bruce 
(2000). While respondents highlighted the importance of a sense of autonomy and 
control which allows a sense of independence, evaluation thus far usually involves 
independence assessed on functional abilities such as self-care. Furthermore, 
respondents did not identify changes in cognitive functioning or frequency of 
‘problem’ behaviours as desired goals. Maintaining independence and choice are well- 
established policy aims, however it is argued that little has been done to operationalise 
this principle in practice or evaluate the extent to which services are successful in 
maximising autonomy (Marshall, 1999, as cited in Bamford & Bruce, 2000). 
Maintaining a sense of identity and emotional security has been identified as a major 
therapeutic goal and should therefore be included in quality of life measures in 
evaluation (Cheston & Bender, 1999). Focus on service process outcomes in 
evaluation involve more user-centred services enabling clients to retain as much 
control as possible over the support received (Bamford & Bruce, 2000). However, the 
challenge of assessing quality of life should not be underestimated. There is a 
judgmental but necessary distinction between variables which constitute Health 
Related Quality of Life (domains affected by health status) and variables which affect 
Social Related Quality of Life (e.g. social disadvantage) (Bond, 1999).
Zarit and Leitsch (2001) emphasise the importance of having clear, specific, 
reasonable goals for interventions which can then be evaluated. Moreover, in 
evaluation it is difficult to accurately evaluate client outcomes such as quality of life 
in later stages of dementia as they have limited ability to communicate (Schulz, 2001) 
as also noted above. This does not mean it should not be attempted. More 
collaborative research with clients and carers as by Bamford and Bruce (2000) may be 
a step in the right direction in tackling this. Schulz (2001) also highlighted the 
importance of distinguishing proximal outcomes (reasonably expected from focused 
intervention e.g. educational intervention to increase knowledge base) and distal 
outcomes (whether education will change behaviour or affect) which is at least one
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step removed from the immediate goal. Nonetheless relatively modest proximal goals 
are still worthwhile in the long-run even without sweeping improvements in well­
being (Zarit & Leitsch, 2001).
A comprehensive evaluation requires a comprehensive classification system for 
interventions which captures the content, process, practical and theoretical goals 
(Schulz, 2001). Schulz proposed characterisation along three dimensions: (1) primary 
entity (caregiver, recipient, social/ physical environment, (2) functional domain 
(knowledge, cognitive skills, behaviour, affect), and (3) delivery of intervention.
Hence it was proposed that the identification of discrete components of interventions 
may help to identify key features of an intervention that contribute to positive 
outcomes.
Prosch (1999) in a caregiver questionnaire survey found that despite hearing the 
rationale and recommendations for utilising external support (e.g day unit, respite 
care, specialised transportation service) they were still under used. More similar 
research asking caregiver’s opinions is needed to address this issue, to understand the 
resistance to use services and how it can be improved so that carers feel able to use 
them.
What constitutes a clinically significant outcome and developing ways of measuring it 
creates a challenge along with the methodological problems in complex work with 
multi-serviced and highly fragile population (Bird, 1999). However, outcomes of 
intervention should consider both the client and the caregiver, since what may benefit 
one, might not benefit the other (Charlesworth, 2001, as cited in Richards et al., 2003). 
Finally, evaluation needs to consider the greater good for both members of the dyad 
rather than a single member and the professional staff working with them (Schulz, 
2001).
There is clearly a lot that psychologists can provide for older people with dementia 
and their families. However, I cannot help but wonder how terrifying it may be for a
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person to find out that they have dementia and the long-term implications it has. I also 
wonder what it might be like for someone much older than myself, to be seeing a 
younger professional, when exploring and discussing existential issues. Will I be 
thought as being naive? I may see other clients who have experienced difficulties and 
mental health problems that I have not experienced, but through working together we 
are able to explore and discuss issues in a helpful way, with similar goals in outcome 
of therapy (hopefully). I cannot help but wonder if it will be different when the other 
person is much older and possibly facing death. However, in the spirit of collaboration 
I hope to understand from the older clients and their families how I can tailor my role 
to help them best, given my knowledge and resources. In clinical practice I have been 
humbled by many clients -  what they have endured and overcome, I have no doubt 
that with the wealth of experience older people will be bringing it will be more 
enlightening and humbling.
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Clinical Dossier 
Overview
The clinical dossier contains summaries of the range of experiences gained during the 
three years of training. It also contains summaries of the five clinical case reports. The 
full case reports along with placement contracts, logbooks of clinical experience and 
placement evaluation forms are submitted in Volume 2. Due to the confidential nature 
of the material contained. Volume 2 is held in the Department of Psychology at the
University of Surrey.
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TRAUMA (SPECIALIST)
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NEUROPSYCHOLOGY (SPECIALIST)
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Summary of Clinical Experience
CORE PLACEMENT: ADULT MENTAL HEALTH
Dates: 16th October 2002-28th March 2003 Supervisor: Margaret Henning
NHS Trust: West Sussex Health and Social Care NHS Trust 
Base: Psychology Department, Horsham Hospital.
Setting and clients: Worked in an out-patient Psychology Department. Clients were 
males and females (age range 19-74  years) from a predominantly White British 
background.
Presenting Problems: Anger management, panic disorder, depression, phobias, 
assessment of dementia, eating disorders, childhood sexual abuse.
Interventions: Narrative therapy was the main model used for intervention. Cognitive 
Behavioural Therapy and Systemic Therapy was also used when appropriate. 
Additional experience: Also ran an anxiety management group.
CORE PLACEMENT: PEOPLE WITH LEARNING DISABILITIES 
Dates: 9th April 2003-26th September 2003 Supervisor: Dr Dawn Howard
NHS Trust: East Sussex County Health Care NHS Trust 
Base: Learning Disabilities Team, Eastbourne.
Setting and clients: Worked in an out-patient community team. Assessments and 
interventions were carried out with clients, staff and families who were seen in their 
homes or residential centres. Clients were males and females (age range 18-57  
years) from a predominantly White British background.
Presenting problems: Range of learning disabilities and associated problems such as 
poor social skills, anger management, autistic spectrum disorders, Trichotillomania, 
Tourette’s Syndrome, assessment of learning disabilities.
Interventions: Cognitive behavioural therapy, behavioural therapy, staff and family 
consultations, detailed assessments such as functional analysis.
Additional experience: Teaching and presentation to staff group about 
trichotillomania, presented a workshop on autism for social services, presentation on 
the use of the WAIS-HI to the multi-disciplinary team and several staff group 
consultations on clients with challenging behaviours.
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CORE PLACEMENT: CHILD, ADOLESCENT AND FAMILIIES
Dates: 17th October 2003- 26th March 2004 Supervisor: Dr Ze’ev Levita
NHS Trust: East Sussex County Health Care NHS Trust
Base: Child and Adolescent Mental Health Service, St. Leonards On sea
Setting and clients: Worked in an out-patient CAMHS. Assessments and 
interventions were carried out with children, parents and school teachers. Children 
were males and females (age range 6 -1 6  years) from a predominantly White British 
background.
Presenting problems: Conduct disorder, autistic spectrum disorders, attention deficit 
hyperactivity disorder, self-harm, Tourette’s Syndrome, obsessive compulsive 
disorder, anger management.
Interventions: Cognitive behavioural therapy. Narrative Therapy, Systemic Therapy, 
Solution Focused Therapy, detailed assessments with schools, liason with SENCOs, 
Educational Psychologists and CPs.
SPECIALIST PLACEMENT: TRAUMA SERVICE
Dates:?* April 2004 -  24th September 2004 Supervisor: Maeve Crowley
NHS Trust: West Sussex Health and Social Care NHS Trust
Base: Psychology Department, Horsham Hospital,
Community Mental Health Team, Crawley.
Setting and clients: Worked in an out-patient trauma service provided within the 
Psychology department. Clients seen were males and females (age range 19-54 
years) from a diverse ethnic background.
Presenting problems: Post Traumatic Stress Disorder and Adjustment Disorder 
following sexual, physical and emotional abuse as a child or adult, road traffic 
accidents, psychotic symptoms, anger management.
Interventions: Focused Psychodynamic Therapy, Narrative Therapy, Solution 
Focused Therapy, Family Therapy, Cognitive Behavioural Therapy, all with a special 
emphasis on cultural issues.
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CORE PLACEMENT: OLDER ADULTS
Dates: 13th October 2004-24* March 2005 Supervisor: Lynn Beech
NHS Trust: South West London and St George’s NHS Trust
Base: Older Adults Community Mental Health Team, Sutton Hospital.
Setting and clients: Worked in an outpatient multidisciplinary service, which 
involved visits to clients’ homes, residential units and day hospitals. Clients seen were 
males and females (age range 65-91  years) from a predominantly White British 
background.
Presenting problems: Adjustment to physical health problems, depression, anxiety 
disorder, bereavement and loss, dementia assessments, challenging behaviours, 
phobias, bi-polar disorder.
Interventions: Cognitive Behaviour Therapy, Person-centred Therapy, Counselling, 
Solution Focused Therapy, Narrative Therapy, detailed assessment of challenging 
behaviours.
SPECIALIST PLACEMENT: NEUROPSYCHOLOGY
Dates:6th April 2005-30* September 2005 Supervisor: Dr Veronica Bradley
NHS Trust: West Sussex Health and Social Care NHS Trust
Base: Hurstwood Park, Neurological Centre, Princess Royal Hospital.
Setting and clients: Worked in an outpatient neuropsychology department, which 
also provided assessments for inpatients (from neurology and medical wards).
Clients seen were males and females (age range 20 -  77 years) from a predominantly 
White British background.
Presenting problems: Assessment for differential diagnosis of dementias, strokes, 
multiple sclerosis, post traumatic stress disorder, extent of closed head injuries 
(aneurysm, hypoxia) and traumatic head injuries (road traffic accidents). 
Interventions: Neuropsychological assessment using a range of tests designed to 
assess cognitive function, personality and mood. Community rehabilitation input 
provided when appropriate, using Cognitive Behavioural approaches and consultancy 
work with staff and families.
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SUMMARIES OF SUBMITTED CASE REPORTS
ADULT MENTAL HEALTH 
PEOPLE WITH LEARNING DISABILITIES 
CHILD, ADOLESCENT AND FAMILIIES 
TRAUMA (SPECIALIST)
OLDER PEOPLE
Please note that all identifying information in this section has been changed to
preserve anonymity.
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ADULT MENTAL HEALTH CASE RÈPORT SUMMARY
Narrative Therapy for a 41 year old woman presenting with anxiety and panic 
attacks compounded by 2 previous epileptiform seizures
Reason for referral
Laura, a 41-year-old female presented with a 12-year history of anxiety and panic 
attacks, triggered by 2 epileptiform seizures experienced as an adult Anxiety 
symptoms persisted despite previous attendance at anxiety management groups. She 
also experienced associated episodes of depression and agoraphobia, complicated by 
difficult life events.
Initial assessment
The main assessment involved a clinical interview with Laura and her husband 
conducted over one session. Sources of information included two assessment 
questionnaires designed for departmental use, completed prior to the first session and 
the Clinical Outcomes in Routine Evaluation (CORE) questionnaire completed during 
the first session.
f '
Presenting Complaints
Laura reported a 12-year history of suffering from anxiety/ panic attacks, which she 
attributed to the two grand mal seizures experienced as an adult. She had been able to 
continue work with some difficulty, but reported being unable to go anywhere else 
without her husband, in fear having a panic attack that may lead to a seizure. She 
reported the panic symptoms as being similar to the aura before an epileptiform 
seizure. Her last severe panic attack occurred a year ago.
Background
Laura reported being unhappy and anxious as a child. She had an acrimonious 
separation with her first husband. She currently lived with her second husband in a 
happy relationship, and her son from her first marriage. She attributed stress and
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depression as precursors to both the seizures -  the first when she was 19 years old, a 
few months before her first marriage and the second when she was 30 years old and 
being treated for depression.
Formulation
A narrative formulation was preferred for several reasons, mainly so that it would 
allow the client to find her own solutions to her problems, allowing her to feel more in 
control. This seemed particularly pertinent as the client’s dominant narrative appeared 
to be “ I have no control”, relating to the epileptiform seizures in the short and long 
term, as well as the previous difficult life events that she encountered.
Intervention
Narrative Therapy was carried out over six sessions. It involved techniques such as 
deconstruction of what it means to live with epilepsy, extemalization of the anxiety 
and recruitment of a witness to further embed her new sense of self as she re-authored 
her narrative. It was also imperative that she saw herself as the expert in her life who 
could find the solutions to her own problems.
Outcome
There was a marked decrease in the CORE and the Hospital Anxiety and Depression 
Scale (HADS) which was administered retrospectively. Laura expressed delight in her 
new confidence and ability as a capable, independent woman getting on with life. She 
went away for a weekend with her husband, went to a shop on her own and waited in 
a queue for 10 mins and completed several other local errands as well as managing the 
recent crisis. On discharge she maintained improvement in reduction of the anxiety 
symptoms and was confident of further progress as she continued to embed her new 
sense of self as an independent, capable woman getting on with life and who was a 
survivor. She requested contact with her GP to brainstorm further solutions should the 
need arise. This was agreed to by her GP.
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Prognosis
The prognosis appeared to be good. Laura showed signs of embedding her preferred 
alternative narrative into her past, present and future. She was discharged with support 
set outside the family system as suggested by Laura, to explore further solutions if 
necessary. Indicating that Laura expected any potential problem to be seen as 
something to be overcome, with her own expertise and support if necessary, rather 
than something to be defeated by, therefore requiring a mental health ‘expert’.
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PEOPLE WITH LEARNING DISABILITY CASE REPORT SUMMARY
Adapted Cognitive Behavioural Therapy for a 40 year old man with Autism 
presenting with hoarding behaviour
Reason for Referral
J.B was a 40-year-old English speaking Caucasian, British male, diagnosed with 
Autism in 2000. The Social Service’s Assessor referred him to the Community 
Learning Disability Service for problems associated with hoarding.
Assessment Procedure
J.B was assessed independently by the author at the family home over two sessions. 
Sources of information included; reviewing available Social Care 
Assessment/Reviews, completing a departmental questionnaire to summarise current 
impact of the problem with J.B and his parents, and basing with the Community 
Support Team worker. The main assessment involved unstructured face-to-face 
interview over the first two sessions with J.B and his parents.
Presenting Problems
J.B was obsessed about collecting items related to his interests, such that his bedroom 
was inaccessible and the living room was half filled. J.B lived with his retired parents 
who were concerned that the collected items posed a safety hazard and requested help 
to clear both the rooms.
Background
J.B’s parents reported that he used to collect things as a child except when at boarding 
school between 12 and 17 years. When J.B returned home from boarding school aged 
17 years, the problem increased. J.B’s collected items included books, magazines and 
other paraphernalia related to his interests, which eventually filled his bedroom. When 
J.B was 27 years old his parents bought a video recorder, which his father noted was 
when J.B started collecting things in the living room, such as videos and CD’s. J.B has 
been sleeping on an upright position on the sofa or on the floor in a narrow space for
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the last 20 years. When his father tried to throw away items, J.B collected it from the 
bin or replaced it and threatened not to leave the house if it happened again. J.B was 
diagnosed with Autism in 2000 and allocated regular CST input after as assessment by 
Social Services in 2001.
J.B was an only child and has always lived with his parents except for a period when 
he was at boarding school. J.B’s parents both noted that they used to like collecting 
certain items themselves. J.B’s father was a retired train driver. His mother was a 
housewife and used to attend a special needs school as a child.
Initial Formulation
J.B’s presentation was consistent with Autistic Disorder as defined by DSM-IV, 
particularly related to the third criteria of having restricted/ repetitive interests and 
activities. His difficulties were formulated within an adapted cognitive behavioural 
framework based on an understanding of autism and having obsessional interests.
The long-term (distal) précipitants for collecting items appeared to be the difficulty 
experienced by J.B’s parents in setting boundaries despite their previous efforts. 
Immediate (proximal) précipitants appeared to be easy access to the items of interest, 
with the finances to purchase them. The consequences of his problem behaviour also 
served to maintain his behaviours. The immediate (maintaining) consequences 
included the pleasure derived from his behaviour, and the specialist knowledge that 
was valued by his parents. The long-term (persévérant) consequence was, having 
limited activities and difficulty in engaging him in other activities.
Intervention
J.B was seen for seven sessions of adapted CBT following the initial assessment. J.B’s 
parents were asked to join after three sessions. Therapy aimed to: (1) transfer 
important items from the living room to the bedroom, (2) and reduce/ tidy items in the 
bedroom and (3) to reduce the amount of items that would be collected in the future. 
Psychoeducation was planned to increase J.B’s understanding of the potentially 
dangerous consequences of his presenting behaviour by increasing his social 
understanding of dangers. Behavioural intervention was planned to explore how to
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allow J.B to continue his interests in a limited fashion, with boundaries on how much 
room he can take up at home. It also looked at using behaviour positively, to provide 
alternative opportunities for J.B to celebrate and share his interests with others in the 
community. Therapy also used contracts and creative strategies to explain material in 
age appropriate verbal and visual mediums to J.B.
Outcome
Individual work with J.B proved insignificant. Several options were then explored 
with J.B and his parents, primarily on his parents clarifying and enforcing boundaries 
but they were resistant to implementing any if the discussed strategies. It was felt that 
the family system needed to be more thoroughly explored to give the family a chance 
to change. Given the lack of change, the initial assessment measures were not 
repeated. The family was referred to the family service within the CLDS. The author 
also liased with the CST so that they would continue to search for alternative clubs. 
The CST were also provided contacts for selling items and asked to negotiate a set 
number of items allowed to be bought per outing.
Prognosis
The original hypothesis was reformulated to emphasise the more systemic effect of his 
parents’ ambivalence and value given to J.B’s resources and knowledge and how it 
maintained J.B’s behaviour. Their difficulty in placing boundaries appeared to be 
generalised to other situations in the family life. J.B’s parent’s responses also 
suggested some rigidity in their thinking, in that solutions had to be all or nothing. A 
referral to family service using a systemic framework would offer the family a chance 
to explore the lack of change and their ambivalence. Their whole family structure was 
organized by J.B’s behaviour (over two decades), exhibiting limited repertoires of 
behaviour, apparently rejecting opportunities for change, even in the face of repeated 
failure and frustration. It was also a possibility that the family may never be ready to 
change and that J.B’s behaviour may only stop when he has to move to alternative 
accommodation if anything happened to his parents, where he would not be able to 
collect items.
98
Summaries of submitted case reports 
CHILD, ADOLESCENT AND FAMILIES CASE REPORT SUMMARY
Adapted Cognitive Behavioural Therapy with a 10-year-O.Ld diagnosed with 
Tourette’s Syndrome and Atypical Autism presenting with behavioural
difficulties.
Reason for referral
O.L. was referred to the Child and Adolescent Mental Health Service (CAMHS) by 
the Family Support Health Team for a range of social and interpersonal difficulties 
associated with Tourette’s Syndrome (TS) and High Functioning Autistic Spectrum 
Disorder (ASD).
Assessment Procedure
O.L. was assessed independently for therapy by the author at the CAMHS base over 
one session. Assessment included; face-to-face interview with O.L and his mother, 
review of previous reports by the Psychiatrist and Neuropsychologist, completing a 
parental departmental questionnaire focusing on behaviour patterns, development, 
parental concerns and general information regarding the client and family 
circumstances. O.L. completed The Social Situation Checklist and Mood Scale, and 
O.L’s mother also completed The Social Skills Questionnaire.
Presenting problems
Presenting problems included being teased at school about his facial tics, poor social 
skills resulting in difficulty forming and retaining friendships, poor assertiveness 
skills, not taking responsibility for his actions, and difficulty dealing with authority at 
home and at school resulting in conflict. The school was already provided a copy of 
the neuropsychology report highlighting O.L’s complex needs, however O.L’s mother 
was not informed of the school considering additional support for O.L.
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Background
O.L. lives with his mother, step-father, sister (15 years) and two half sisters (aged 4 
and 6 years old). O.L. and his family were of White British ethnicity and were within 
the majority ethnic culture of the school and the area that they resided in. O.L’s 
mother was a house-wife and his step-father works as an entertainer. They own their 
own home, where O.L had his own bedroom.
O.L. had several difficulties associated with ASD (forming relationships and 
understanding another person’s perspective) and TS (peers teasing him about tics 
leading to anxiety and investment of energy in controlling tics). The associated 
difficulties with Atypical Autism were also interwoven in O.L’s current social 
interaction and communication difficulties. Moreover O.L. seemed to experience 
particular difficulty in developing age appropriate peer relationships, speech and 
language and in accepting change. O.L. and his mother reported that he had difficulty 
understanding tasks set in class and had difficulty with authority figures. O.L attends a 
mainstream school without additional support or a statement.
Initial Formulation
To encourage collaboration and a sense of empowerment for O.L, difficulties with the 
highest impact on functioning as identified by O.L and his mother were given priority 
-  these included; increasing assertiveness in school, dealing with criticism and conflict 
with authority figures and anxiety. It was hypothesised that change in these areas 
would also improve O.L’s confidence, self-esteem and self-efficacy (Spence, 1995). 
The above issues were formulated using a cognitive-behavioural model whilst 
considering issues related to ASD and TS.
O.L’s difficult with authority figures could also compound his difficulty at school by 
affecting how staff members unfamiliar with O.L's needs could interpret this as 
defiant behaviour, therefore investing less energy in needed additional support when it 
was requested by O.L. Given his complicated needs it was felt that consultation with
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the school as an advocate for O.L was imperative for a good prognosis in addition to 
individual intervention with O.L.
Intervention
O.L was seen for six weekly sessions at the CAMHS base following the initial 
assessment. Intervention was focused on improving social problem solving skills (for 
O.L to be familiar about talking about himself and his feelings), exploring anxiety 
management methods and interagency work with the school. The trainee and O.L 
explored behavioural strategies such as progressive muscular and breathing relaxation 
techniques. However O.L often failed to complete the assignments discussed and 
agreed on. O.L had difficulty reading, so he would depend on his mother to help him 
with part of the assignments (for example, reading out different relaxation strategies 
allowing O.L to practice them). The author recognised that the difficulty for his 
mother to help him was partly due to the busy family life involved with four children. 
However, despite his mother’s attempts to schedule some time to help with the 
relaxation strategies this was rarely achieved. Furthermore, liaison with O.L’s mother 
and the author’s supervisor indicated that the school was particularly difficult to 
engage. It was hypothesised that informing the Educational Psychologist of O.L’s 
needs may instigate a change in providing appropriate support for both O.L and the 
school.
Outcome
O.L brought in some homework assignments in the final session that was supposed to 
be completed throughout therapy. The Social Situation checklist and Mood Scale were 
re-administered for a qualitative comparison of pre and post intervention scores.
Scores generally suggested a qualitative positive shift in O.L being able to 
acknowledge some of his problems and being more assertive in situations. During the 
discussion with O.L and his mother, his mother reported that she felt quite 
disheartened with what seemed like a regression in O.L’s behaviour over the last two 
weeks. In further discussion it transpired that these were issues that were always 
present and particular triggers for the behaviours were also identified. The author also
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acknowledged some of the difficulties faced by O.L’s mother being the primary carer. 
To enhance her social support O.L’s mother would therefore be put in contact with 
another mother who experienced similar difficulties and had managed them. O.L’s 
mother also agreed that this would be beneficial. A referral to Speech and Language 
Team was made for a further assessment.
Prognosis
Given the time limited intervention and the complex needs faced by O.L, direct 
success resulting from individual intervention was limited. Although O.L was part of a 
caring and sensitive family, the needs of his main carer -  his mother was highlighted. 
Further limited resources of the NHS also meant that O.L could not have further 
individual intervention after the author’s departure, but would be monitored by the 
author’s supervisor who would also be available for consultation. However, it was 
hypothesised that the strategies put in place with family support, suggestion of 
additional strategies for behavioural management, support from CAMHS and SALT 
combined with the Educational Psychologist should support and empower O.L and his 
family in the future.
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TRAUMA SPECIALIST CASE REPORT SUMMARY
Narrative Formulation and Integrated Therapy for a 31 year old woman with a
history of abuse
Reason for referral
Sheila, a 31-year-old British Asian female presented with possible Post Traumatic 
Stress Disorder (PTSD) with associated Depression following childhood physical, 
sexual and emotional abuse. The PTSD-like symptoms also appeared to be 
compounded by her marital difficulties precipitated by her husband’s Obsessive 
Compulsive Disorder (OCD).
Assessment Procedure
The assessment was conducted over two sessions, using a clinical interview. Other 
sources of information included an assessment questionnaire designed for 
departmental use. Clinical Outcome Routine Evaluation (CORE), Beck Depression 
Inventory-II (BDI-II) and a series of standardised questionnaires assessing symptoms 
of PTSD. Self report scores suggested that she exhibited signs of PTSD, was clinically 
severely depressed, but with low risk of self-harm.
Presenting Problems
Sheila reported significant difficulty in dealing with her husband’s Obsessive 
Compulsive Disorder regarding contamination. Her husband attended three 
counselling sessions after Sheila’s insistence, but terminated therapy as he felt that he 
was happy and that it was Sheila’s ‘childhood problems’ that made it difficult for her 
to compromise. Furthermore, one of Sheila’s brothers was recently sectioned Under 
Mental Health Act for assessment. Her parents blamed her for betraying the family by 
alerting the mental health services of his deteriorating condition.
Background
Sheila comes from an Indian, Hindu family background. She has two older brothers. 
Her eldest brother was physically violent to both his siblings during their childhood. 
Sheila survived a very abusive and unsettling childhood, which included witnessing 
her father’s physical and sexual abuse of her mother. Her mother eventually took
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Sheila and her brothers to India to escape from her father, where they were supported 
by the extended family. Two male cousins sexually abused Sheila during this time, 
when she was 13 to 15 Vi years. The family eventually returned to live with her father 
in England. Sheila left home at 17 years when her father insisted on her having an 
arranged marriage and she has supported herself since then with limited contact with 
her biological family. However, her recent increased contact with her family to 
support her brother has triggered memories of her childhood. Her father no longer 
abuses her mother. Sheila was married to her first husband in her early 20’s, described 
as her ‘first love’. Three months into the marriage she discovered that he had been 
repeatedly unfaithful to her and therefore ended the marriage.
Sheila has been in varuios challenging managerial positions in her employment, which 
she enjoys. She had brief counselling in the past for difficulty with her husband. She 
attended a cognitive-behaviourally based ‘Female Survivors of Sexual Abuse’ group, 
which she found useful in obtaining information and challenging negative 
assumptions.
Initial Formulation
Sheila’s difficulties were formulated using a narrative framework, based on a social 
constructionist framework. This helped to formulate issues around culture, as well as 
symptoms of PTSD and Depression. Sheila’s presenting dominant narrative appeared 
to be “I have to be abused to belong”. Her story suggested that as she was exposed to 
the different cultures and families, not only was she rejected by the peer group, but 
abused by more powerful male figures. Her culture, gender and upbringing appeared 
to reinforce these assumptions through out her life. Sheila’s attention was therefore 
drawn to the events that perpetuates the problem-saturated narrative. There was also a 
culture of secrecy that transcended all her experiences from childhood to adulthood; 
her mother’s abuse, Sheila’s sexual abuse, her first husband’s affairs, her brother’s 
mental health problems and her husband's OCD.
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Intervention
Given the complexity of the case it was felt that an integration of therapeutic 
techniques was essential to tailor intervention appropriately for Sheila’s needs. 
Therapy was conducted over 6 sessions and was aimed to (1) Use narrative therapy 
techniques and solution focused techniques to deconstruct what ‘family’ means and 
challenge the culture of secrecy to re-establish her valuable social support to provide a 
sense o f ‘belonging’. (2) Help evaluate ‘normative’ expectations about how she can be 
in a relationship and challenge those situations that are experienced as constraining. 
Therapy also utilised cognitive behavioural technique to provide psychoeducation 
about OCD to help Sheila increase control and understanding of the present situation 
regarding her husband. (3) Use deconstructive questions drawn from psychodynamic 
theory to help broaden Sheila’s understanding of the past and it’s impact on the 
present. It was also imperative that she felt supported throughout the therapeutic 
relationship and to reflect her strengths of choosing her instinct over social and 
individual pressures to co-author a stronger alternative narrative.
As therapy progressed, it became more evident that Sheila’s presentation may be more 
suggestive of current adjustment difficulties to difficult life circumstances rather than 
late onset PTSD. Hence the integrative therapeutic stance also abated the PTSD-like 
symptoms.
Outcome
On discharge Sheila reported a stronger sense of self as being able to cope with any 
changes that she may have to make. Repeat of questionnaire measures indicated a 
significant improvement across the board in Sheila’s presenting symptoms, although 
some PTSD-like symptoms still persisted, but she felt she was able to manage these. 
Although there was a marked improvement in her mood from highly ‘severe’ to the 
lower end of ‘moderately’ depressed range, this seemed appropriate given the 
possibility of ending her marriage. We both agreed that she did not require a referral 
to another therapist at the moment.
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Prognosis
The prognosis appears good clinically. Although it appears more likely that she may 
soon end her marriage, she left with a sense of feeling stronger to make a decision.
Overall she has made significant progress within a short time period to a more 
strength based dominant narrative of survival and thriving on challenges that life 
throws at her.
Sheila’s new ability to reach out to others for help is a major change in her original 
narrative where she had to deal with everything herself because of a culture of 
secrecy.
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OLDER PEOPLE CASE REPORT SUMMARY
Neuropsychological assessment of a sixty eight year old woman presenting with
memory problems
Reason for referral
Mrs Riley, a sixty eight-year old married. White, British woman was referred to 
Psychology for neuropsychological assessment. The referral reported complaints of 
short-term memory difficulties, use of inappropriate words and misplacing items. She 
was referred by the Specialist Registrar in Psychiatry, to aid diagnosis.
Assessment Procedure
The preliminary assessment consisted of an initial clinical interview followed by 
administration of various psychometric tests during the second and third assessment 
sessions as noted below. Other sources of information included a GP letter, a CT scan 
result and correspondence from the Consultant Neurologist.
Presenting Problems
Mrs Riley complained of using inappropriate words during conversations (‘black’ 
instead of ‘white’) and memory difficulties; forgetting particular events (taking son to 
a certain restaurant), new acquaintances’ names, forgetting where she placed things 
and things she had planned to do. She was unsure of the frequency of the above 
problems, but thought that it was progressively worsening over the last few years. She 
suffered from septicaemia and subsequent unconsciousness in 1989 when she was 
fifty-three years old, following an operation for the removal of a cyst from her thigh. 
She reported experiencing difficulties since then.
Background
She had a medical history of severe osteoarthritis, bronchiectasis, asthma and essential 
hypertension. Mrs Riley left school at the age of 15 years after passing her 11+, but 
before attaining any qualifications, to look after the family farm after her father had a 
stroke. She was married and has five living sons. Her main employment was as a clerk 
of court, which she noted that she enjoyed. She took early retirement on medical 
grounds. Mrs Riley noted that she initially found the adjustment to retired life 
difficult, but now enjoys an active social life. Mrs Riley lives with her husband, has
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regular contact with four of her five sons, and is actively involved in looking after her 
grandchildren. Mrs Riley started to learn to drive some years ago, but then moved 
residence and did not pursue this. No memory problems were reported in her family 
history. She described herself as being right-handed.
A previous neuropsychological assessment was conducted in 1997. Mrs Riley’s 
performance on most tests were noted as being consistent with her level of intellectual 
ability, which was reported as being at the top end of the average range.
However, her difficulties, particularly relating to the rate of intrusion errors was 
reported as indicating some left temporo frontal dysfunction possibly due to a vascular 
origin or related to anoxic/ toxic effects of the septicaemia. The report suggested that 
it was not suggestive of a primary progressive dementia.
Initial Formulation
Based on the literature review two hypotheses were considered:
(1) Mrs Riley’s functioning would suggest a static cognitive profile. She would obtain 
a similar profile as in 1997, with frontotemporal dysfunction particularly reflected 
by a high rate of intrusion errors without Significant evidence of any further 
deficits.
(2) Mrs Riley’s profile would suggest further significant decline from her assessment 
in 1997, and depending on the profile could be suggestive of a dementing process 
of Alzheimer’s Disease (AD) or FrontoTemporal Lobe Dementia (FTLD).
Detailed neuropsychological assessment
The following psychometric tests were administered to allow a comparison with the 
1997 neuropsychological assessment:
Wechsler Test of Adult Reading (WTAR)
Wechsler Adult Intelligence Scale -III (WAIS-III)
Adult Memory Information Processing Battery (AMIPB)
Controlled Oral Word Association (COWAT)
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Cognitive Estimates Test
Hayling and Brixton Tests
Hospital Anxiety and Depression Scale (HADS)
Assessment Findings
Mrs Riley’s overall cognitive performance across memory and current intellectual 
functioning did not suggest a significant decline from her assessment in 1997 to 
warrant a diagnosis of AD at the moment. Particularly as her memory problems 
appeared to be specific to learning things out of context.
However, her profile in the current assessment indicated some difficulty in learning 
new verbal information when it was placed out of context (List Learning), which was 
similar to her performance in 1997. This could be interpreted as evidence of left 
temporal dysfunction, an area associated with learning verbal information, or, given 
that she did not appear to be constructing any effective strategies for this task, it could 
be a further example of executive problems being masked as a memory problem or, it 
could be both having a cumulative effect.
Tests of executive function suggested a more variable profile. Tests of verbal fluency 
(COWAT) which have been shown to be sensitive in detecting AD even in early 
stages (Lafleche & Albert, 1995) suggested there were no significant abnormalities. 
This was supported by the CET. The rate of intrusion errors were similar to the 
assessment in 1997, suggesting executive dysfunction. Moreover, additional tests of 
response suppression and rule anticipation (Hayling and Brixton) suggested 
significant difficulties, hence confirming and suggesting further decline in the 
previous diagnoses of left frontotemporal dysfunction. However, it is also possible 
that if the Hayling and Brixton Tests were available in 1997 her scores could have 
been similar to her current performance.
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It was difficult to place the above findings in context with the CT scan suggestive of 
‘global atrophic changes’. The changes could be part of the normal ageing process, 
particularly as no distinctive patterns or abnormalities were detected.
Although it was not definitive, Mrs Riley’s current profile appears more suggestive of 
increased left frontotemporal dysfunction as opposed to a dementing process.
However, this should be interpreted with some caution as the early signs of an atypical 
dementing process cannot be ruled out definitively.
Outcome
On the basis of the current assessment a report to the referrer highlighted the increased 
frontotemporal dysfunction. It was hoped that the report provided sufficient evidence 
for the Psychiatrist to make an informed judgement with all the available results, 
including the CT scan.
A feedback session and/ or a written summary was offered, but Mrs Riley declined 
due to time and practical difficulties of travelling to the department. She preferred to 
receive all the results of the investigations together, and for them to be explained by 
the Psychiatrist at her next appointment.
Prognosis
Despite some ambiguity within the test results, the overall lack of sufficient evidence 
for Alzheimer’s Disease may be positive. Particularly as there was no significant 
decline in her performance from the assessment in 1997. However it was recognised 
that the problems reported by Mrs Riley will still continue to have some impact on her 
daily functioning, particularly as she appeared hypervigilant to some of the symptoms.
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Overview
The research dossier contains the service related research project completed in Year 1, 
the major research project completed in Year 3, and the research log completed for all
three years of clinical training.
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ABSTRACT
Title:
Assessing effectiveness of intervention and appropriateness of client placement to
primary and secondary level services using the CORE (Clinical Outcomes in Routine
Evaluation)
Objectives:
(1) To establish whether therapeutic intervention has been effective, which should be 
reflected by a decrease in CORE scores from a clinical population (pre­
intervention) to a non-clinical population (post-intervention).
(2) To ascertain whether clients are being seen by the appropriate services, which 
should be indicated by significantly higher pre-intervention CORE scores 
(increased clinical severity) for clients seen in secondary care compared to 
primary care.
Design:
Cross sectional survey of pre and post intervention analysis.
Setting:
Adult Mental Health - Hospital Psychology department comprising of Clinical
Psychologists and Counselling Psychologists.
Participants:
Analysis of client files discharged over a six month period.
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Main Outcome Measure:
CORE (Clinical Outcome in Routine Evaluation) self-report questionnaire, designed 
to assess domains of well-being, problems, functioning and risk.
Results:
Post-intervention CORE scores were significantly lower across the domains compared 
to pre-intervention. Post-intervention scores were within the non-clinical range across 
the domains. Pre-intervention CORE scores for clients in secondary care were 
significantly higher than primary care.
Conclusions:
Results suggest that therapeutic intervention was effective, furthermore, it appears 
effective across the board rather than just focusing on a particular domain. Results 
also suggest that clients were allocated to the appropriate services, reflected by higher 
clinical severity scores for clients being seen in secondary care. This also lends 
support to the recent triage system, whereby a senior psychologist allocates clients to 
services based on their referral letters.
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INTRODUCTION
In order to improve patients’ health and increase cost effectiveness, the NHS has 
given national priority to increasing clinical effectiveness (Baker & Firth-Cozens,
1998). It is envisaged that studies of clinical effectiveness will highlight and prevent 
harmful practice and promote beneficial practice. Hence, one of the aims at a local 
level is for individual departments to (1) evaluate effectiveness of their intervention, 
and (2) ensure they are appropriate to the client’s need and therefore seen by the 
appropriate services (Department of Health, 1998). Achieving increased clinical 
effectiveness, as well as setting and monitoring quality standards are embedded in 
several government policies such as the National Institute of Clinical Excellence and 
National Service Frameworks (Department of Health, 1998). One of the main systems 
to monitor standards of intervention is clinical governance -  in the form of clinical 
audit (Department of Health, 1998), to understand and disseminate findings.
In relation to clinical psychology, the increasing demands caused by a shortage of 
clinical psychologists, combined with limited financial resources highlight the need 
for cost-effective services (Kincey & Creed, 1991). The shortage of clinical 
psychologists has also led to long waiting lists and subsequently dissatisfied CP’s and 
clients (Claxton & Turner, 1997). Hence making best use of resources within the 
mental health service, where clients are referred to the most appropriate services to 
meet their needs is imperative (Audit Commission, 1994).
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The division of primary and secondary care services is thought to be efficient but 
poses difficulty in deciding where the client might be most appropriately treated 
(Gask, Sibbald, Creed, 1997). According to BPS guidelines (1994), referrals suitable 
for primary care and counsellors include interpersonal difficulties, depression, anxiety 
and stress concerning normal life events (as cited in Claxton & Turner, 1997). In 
contrast, secondary care and clinical psychology services are more appropriate for 
complex and enduring mental health problems such as, sexual or physical abuse, 
eating disorders etc. (as cited in Claxton & Turner, 1997). Moreover, it has also been 
argued that clinical psychologists and counsellors are better judges than GPs of 
directing mental health referrals to appropriate services (Claxton & Turner, 1997).
The Clinical Outcome in Routine Evaluation (CORE) questionnaire was developed to 
provide a standardised means of assessing clinical effectiveness (Evans, Connell, 
Barkham, Mellor-Clark, Margison, McGrath, & Audin, 1998). It was designed to be 
used either in conjunction with other assessment and outcome tools or as an individual 
initial screening measure of global distress. It is reported to show statistically 
significant higher CORE scores for clients in secondary and tertiary care compared to 
clients in primary care (Evans et al, 1998). The CORE is therefore routinely 
completed by clients at the start and end of therapy within the service involved in this 
project, as an initial assessment and as an outcome measure for audit purposes.
The service involved in this study consists of a psychology department (adult mental 
health) with 6 clinical psychologists working within secondary care (CMHT and 
specialist services- PTSD, family therapy) and 5 counselling psychologists working 
within primary and secondary care (CMHT). They provide psychological therapies
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using diverse models including psychodynamic, systemic, narrative, cognitive- 
behavioural, behavioural and integrative therapy, with a particular interest and 
supervision in narrative therapy. A previous audit within the department (Thomas,
1999) compared clinical severity of clients on waiting lists in primary care and 
secondary care, by asking them to complete the CORE as an assessment tool. It was 
hypothesized that the CORE would be able to distinguish between the primary and 
secondary care services across all domains assessed by the CORE. The referral system 
employed within the department at the time involved direct referrals from general 
practitioners being placed on the primary care waiting list and referrals from the 
CMHT and psychiatry being placed on the secondary care waiting list. Overall, the 
audit suggested that though the CMHT clients had higher means across the domains 
compared to primary care clients, there was a significant difference in only one of the 
domains -  ‘risk’ (Thomas, 1999). The results were interpreted as suggesting support 
for the CORE questionnaire being particularly sensitive to risk factors and having 
useful screening properties for risk management (Thomas, 1999). However, despite 
the suggested support for the reliability and validity of the CORE, the lack of 
significantly higher CMHT scores across the domains only implied very tentative 
support for the existing referral system.
Since March 2002 the psychology department has adopted a new triaging system 
whereby all new referrals were screened by a nominated senior psychologist and 
allocated to waiting lists for primary care, CMHT, or specialist services (PTSD or 
family therapy). It was envisaged that this would ensure that clients are seen by, or are 
waiting for the appropriate services.
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The main objective of this project was first, to assess whether intervention has been 
effective. This should be reflected by a decrease in the CORE clinical severity score 
across all domains for both primary and secondary care clients post treatment. It 
should be noted that it was not within the scope of this project to explore the 
effectiveness of the different therapeutic processes/ styles/ models being utilized 
within the service. A further aim was to determine whether the clients are being seen 
by the appropriate services, which should be reflected by higher CORE clinical 
severity scores pre treatment for CMHT clients compared to primary care clients.
Hypothesis 1:
There will be a significant decrease in CORE scores from a clinical population in pre­
intervention, to a non-clinical population post -intervention.
Hypothesis 2:
Pre -  intervention CORE scores will be significantly higher for clients being seen in 
secondary care compared to the clients being seen in primary care.
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METHOD 
Participants:
Clients discharged over a six month period (September 2002 to February 2003) were 
identified from the departmental data base. The 140 clients identified were discharged 
from both primary and secondary care. The discharged client files from which the 
data would be collected were stored in the Psychology Department. For reasons 
described in the procedure section, 88 clients were excluded from further analysis, 
leaving a sample total of 52 clients.
Outcome measure:
The information on client’s clinical severity pre and post intervention was gathered 
from the CORE (Appendix 1, pagel39) (Evans et al, 1998). The CORE is a 34-item 
self-report questionnaire assessing domains of subjective ‘well being’ (4 items), 
‘problems’ (12 items), ‘functioning’ (12 items) and ‘risk/ harm’ (6 items) as well as 
‘all items’ and a separate ‘all items without risk’. Each item is scored on a five-point 
scale ranging from 0 (not at all) to 4 (most or all the time), giving a scoring range of 
0-136. The mean for each domain is then calculated. The higher the score the higher 
the clinical severity being reported. It is reported to have a high convergent validity 
with other established clinical psychometric measures such as the BDI (Beck & Steer, 
1996) and GHQ (Goldberg, 1978) (range, r = .60 - .87) and with clinicians’ ratings of 
risk (Evans et al. 1998). It also has high internal reliability (Cronbach’s alpha 
coefficient range across domains of .75 - .94) and is sensitive to change (Evans, et al. 
1998). It therefore provides a global, short assessment, which could be used as a
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baseline and an outcome measure and is already collected as part of the routine 
clinical evaluation at the beginning and end of therapy within the department.
Procedure:
A research proposal was submitted to the Research and Development committee. The 
reply confirmed that ethics approval was not required (Appendix 2, page 142).
An a priori power analysis indicated that a total of 102 discharged client’s files would 
be required to detect a medium effect size of 0.5 at a power of 0.8 with a 0.05 
significance level. A total of 140 clients had been discharged over the selected six 
month period. However of the 140, the department database indicated that 43 had 
dropped out of treatment, 7 were referred on to another service and 7 were for 
assessment only. As these would not have the post-intervention CORE questionnaire 
completed, they would not provide the necessary information to test the main 
hypothesis -  whether therapy was effective. The researcher therefore decided to 
exclude these. The remaining 83 files were manually checked for the CORE forms. A 
further 23 files did not have CORE forms completed at pre or post intervention and 8 
files were not located -  they could have been re-referred and were therefore 
considered active. This left 52 discharged clients’ CORE questionnaires appropriate 
for analysis.
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RESULTS
CORE questionnaires of 52 discharged clients were analysed. 30 (58%) had 
completed questionnaires for pre and post intervention, leaving 22 (42%) with only 
pre intervention questionnaires. Of the 52 clients, 12 (23%) were males and 40 (77%) 
were females, with an age range of 18 years to 73 years inclusive. There were 44 
(85%) clients from primary care and 8 (15%) from secondary care.
Tests of internal consistency indicated alpha coefficients of above 0.70 for all the 
domains pre and post intervention, suggesting that the scores for all the domains were 
reasonably reliable (Table 1, Appendix 3, page 144). Tests measuring normality for 
pre and post intervention scores suggested that all but the ‘risk’ domain were normally 
distributed (Table 2, Appendix 3, page 144). Further analysis therefore involved non- 
parametric tests for the ‘risk’ domain and parametric tests for the remaining domains. 
A comparison of the means for CORE domains between the non-clinical range 
provided in the normative data (Evans et al., 1998) and pre-intervention stage 
suggested higher means for the pre-intervention CORE scores. Furthermore, a t 
statistic on the difference between the means conducted by hand found a significant 
difference across the domains (Table 1).
Table 1 : Comparison of non-clinical and pre-intervention CORE scores
CORE Domains
Non-clinical 
(n=1084) 
Mean SD
Pre-intervention 
(n = 52)
Mean SD
t statistic
(by hand)
df Sig. One- 
Tailed
Well-being 0.91 0.83 2.06 0.99 -9.662 1134 p < 0 .0 1
Problems 0.90 0.72 2.05 0.90 -11.127 1134 p < 0 .0 1
Functioning 0.85 0.65 1.44 0.77 -6.344 1134 p < 0 .0 1
Risk 0.20 0.45 0.39 0.67 " *n/a n/a n/a
All items 0.76 0.59 1.54 0.75 -9.176 1134
All items minus Risk 0.88 0.66 1.79 0.81 -9.579 1134 p < 0 .0 1
* ‘Risk’ - 1 statistic n/a due to skewed distribution
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1st hypothesis- There will be a significant decrease in CORE scores from a clinical 
population in pre-intervention, to a non-clinical population post^intervention
A comparison of the CORE scores for the 30 clients with questionnaires available for 
both pre and post intervention indicated a decline in the severity of the CORE scores 
post intervention (graphical presentation in Figurel, Appendix 4, page 146). A paired 
samples t test indicated a significant decrease from pre to post-intervention for mean 
CORE scores across the domains (Table 2).
Table 2 : Comparison of pre-intervention and post-intervention scores on the 
individual domains of the CORE
Domain Pre-intervention 
Mean SD
Post-intervention 
Mean SD
t df Sig.
Well-being 2.13 1.09 1.20 1.02 4.76 29 p<0.001
Problems 2.17 0.94 1.25 0.96 5.75 29 p<0.001
Functioning 1.51 0.79 0.86 0.85 5.74 29 p<0.001
All items 1.63 0.79 0.92 0.78 5.90 29 p<0.001
All items 
without Risk
1.88 0.85 1.08 0.88 5.83 29 p<0.001
‘Risk’ -  N/A, due to skewed distribution.
A separate Wilcoxon signed ranks test (non-parametric) was conducted to evaluate 
whether there was a significant decrease in CORE scores for the ‘risk’ domain. The 
results indicated a significant decrease for post intervention scores, z = -2.97,/? <0.01. 
The mean for ranks in pre ‘risk’ was 9.23, while the mean for ranks in post ‘risk’ was 
7.25.
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A further t statistic on the difference between means for post-intervention and non- 
clinical normative data was conducted by hand. The results were in the expected 
direction for most of the domains -  the CORE domain means were not significantly 
different between the samples (Table 3). However, though the ‘problem’ domain 
mean at post-intervention was within the non-clinical range, it was nonetheless 
significantly different from the non-clinical mean.
Table 3: Comparison of post-intervention scores and non-clinical normative data on 
the individual domains of the CORE
Domain Non-clinical
(n=1084)
Mean SD
Post-
Intervention 
(n =30)
Mean SD
t  statistic
(by hand)
df Sig.
Two-
tailed
Well-being 0.91 0.83 1.20 1.02 -1.871 1112 p>0.01
Problems 0.90 0.72 1.25 0.96 -2.593 1112 p<0.01
Functioning 0.85 0.65 0.86 0.85 -0.083 1112 p>0.01
Risk 0.20 0.45 0.21 0.42 *n/a n/a n/a
All items 0.76 0.59 0.92 0.78 -1.455 1112 p>0.01
All items without 
Risk
0.88 0.66 1.08 0.88 -1.613 1112 p>0.01
* ‘Risk’ - 1 statistic n/a due to skewed distribution
2nd hypothesis -  Pre -  intervention CORE scores will be significantly higher for 
clients being seen by the secondary care compared to clients being seen in primary 
care.
There were 44 clients from primary care and 8 from secondary care. A comparison of 
pre-intervention CORE domain means between primary and secondary care indicated 
higher means for the latter (Table 4) (graphical presentation in Figure 2, Appendix 5, 
page 148)
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Table 4: Means and Standard Déviations forPre-intervention in primary care and
secondary care
Domains Primary Care (n=44)
Mean SD
Secondary Care (n=8)
Mean SD
Well-being 1.93 0.95 2.78 0.92
Problems 1.91 0.87 2.78 0.68
Functioning 1.31 0.75 2.11 0.51
Risk 0.25 0.46 1.17 1.09
All items 1.41 0.70 2.26 0.63
All items without Risk 1.66 0.79 2.50 0.57
Due to the unequal and small sample size, a non-parametric statistical analysis using 
Mann-Whitney U Test was conducted to evaluate the hypothesis that pre-intervention 
CORE scores for secondary care clients will be significantly higher than pre­
intervention CORE scores for primary care clients. The results were in the expected 
direction and significant across the domains (Table 5).
Table 5: Comparison of primary and secondarv care scores on the individual domains 
of the CORE
Domain Primary Care (n=44) 
Mean Rank
Secondary Care 
(n=8)
Mean Rank
z Sig.
Well-being 24.59 37.00 -2.14 p  <0.05
Problems 24.16 39.38 -2.16 p<0.01
Functioning 24.00 40.25 -2.79 pO .O l
Risk 24.32 38.50 -2.63 p  <0.01
All items 23.97 40.44 -2.83 pO .O l
All items 
without Risk
24.14 39.50 -2.64 /?<0.01
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DISCUSSION
Analysis of the data indicated significant results in the expected directions. As 
predicted by the first hypothesis, there was a significant decrease in CORE domains 
from a clinical population at pre-intervention to a non-clinical population post­
intervention. Interestingly, though the post-intervention ‘problem’ domain mean was 
in the non-clinical range and significantly lower than pre-intervention, it was 
nonetheless significantly different from the non-clinical (normative) mean. This 
suggests that though the client population is no longer in the clinical range, they may 
still have or perceive themselves as having more problems than the normal 
population. Overall, the data suggests that the service is providing effective 
intervention for clients in primary and secondary care services. Results also indicate a 
consistent decrease across the domains, suggesting that intervention has been effective 
for domains across the board rather than being effective or targeting just one 
particular domain.
As predicted by the second hypothesis, pre-intervention CORE scores across the 
domains were significantly higher for clients being seen in secondary care compared 
to clients in primary care. This suggests that clients were being seen by the 
appropriate primary and secondary care services, as recommended by the BPS. The 
significant difference in CORE scores across the domains between primary and 
secondary care for this project lends evidence to support the usefulness of the recently 
deployed triage system, where a senior psychologist screens referral letters to allocate 
clients to the appropriate services. A previous audit (Thomas, 1999), when GP 
referrals were automatically allocated to primary care and CMHT or psychiatry were
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automatically allocated to secondary care, found clients in secondary care had higher 
mean CORE scores, however this was not significant across the domains.
Nonetheless, despite the positive findings of this project, certain limitations must be 
highlighted. First, owing to the small sample size, the significant results should be 
considered cautiously, particularly relating to the second hypothesis. It was 
recognized that it was an oversight by the researcher to initially exclude clients who 
had dropped out of treatment (43), referred onto another service (7) or who were seen 
only for assessment (7). Although they could not be analyzed to test the main 
hypothesis -  whether intervention was effective, the 57 excluded clients could have 
been used to test the second hypothesis. Especially, as there were only 8 secondary 
care clients for comparison of pre-intervention CORE scores between primary and 
secondary care. There were 14 potential clients being seen within secondary care that 
were excluded. However, it should also be noted that those clients who were excluded 
(dropped out of treatment, referred on, assessment only) could also be a different 
sample to the sample of interest in this project, that is, clients being treated by the 
service. Hence initial exclusion of these clients are not necessarily a major weakness. 
However, it would be extremely useful for the project to be followed by an empirical 
study to support the current findings, especially with regard to the second hypothesis 
due to the small sample size for secondary care clients.
The appropriateness of the CORE for research purposes should also be noted. Validity 
and reliability of the CORE for clinical use, as a global measure of distress has been 
reported elsewhere (Thomas, 1999; Evans et al, 1998). However, it does not provide 
clear cut-off points between clinical and non-clinical population for each of the
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domains. It could be argued that this could reflect the continuum between being 
within the clinical and non-clinical population. However, the lack of clear cut-off 
points could potentially be a disadvantage for research purposes -  in distinguishing 
between clinical and non-clinical populations, especially if the results were not 
significantly different.
Finally, it is worth noting that of the 83 discharged files that were manually checked 
for CORE questionnaires, 23 files (28%) did not have completed CORE forms. As 
completion of CORE forms is part of department protocol for clinical evaluation and 
audit purposes, it might be useful to investigate why the CORE forms have not been 
completed at pre or post intervention. This was not within the scope of the present 
project. However, it should also be noted that some of the files had other outcome 
measures such as the Beck Depression Inventory (Beck & Steer, 1996 - BDI) as an 
outcome measure.
Although the sample size was smaller than that recommended by the power analysis, 
the research question was still clinically relevant with local implications for the 
service, which can be highlighted and empirically tested with a further follow-up 
study. Further research would be particularly pertinent in investigating how the 
intervention may be effective. Particularly as the service involved focuses on narrative 
and psychodynamic models where appropriate, rather than the traditional cognitive 
behaviour therapy (CBT). It would therefore be particularly useful to develop the 
currently smaller evidence based literature for these models compared to CBT.
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Implications for the service:
• The results suggest that the intervention provided by the service is effective. This 
was indicated by a significant decrease in all the CORE domains from a clinical 
population to a non-clinical population at post-intervention.
• The results suggest that the triage system used to allocate referrals to primary and 
secondary care services is effective in allocating clients to appropriate services. 
This was indicated by clients in secondary care having significantly higher CORE 
scores pre-intervention across all domains compared to clients in primary care.
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APPENDIX 1 
MEASUREMENT TOOL: CORE
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dlNiCAL
O u tc o m e s  in 
R outine 
EVALUATION Œ
Site ID
letters only numbers only
Client ID
letters only numbers only numbers only
Sub codes
Date form given
Age
Male
Female
□
□
S tage Completed
S -Screening .
R Referral 
A Assessment 
f  . firs t Therapy Session 
: P Pre-therapy (unspecified) 
D During Therapy 
1. Last therapy session 
X Follow up 1 
Y follow up 2
□
IMPORTANT - PLEASE READ THIS FIRST
This form has 3 4  statem ents about how you have M en OVER THE LAST WEEK. 
Please read each statement and think how often you felt that way last week. 
Then tick the box which is closest to this.
Please use a dark pen (not pencil) and tick clearly within the boxes:
0 v e rth e  last week
- : ■ j—__
1 I have felt terribly alone and isolated ; : Q °  Q t  Q 2 Q 3 Q j 4 L  F
2 I have felt ten se , anxious or nen/ous Q o  Q t  [ ~ 1 2 r j 3 F j 4 F  L
3 I hâve feh  I have som eon e to  turn to for support when needed |_ ) ^  [ p  [~ ~ |2 Q ,  | | 3______ F
4 I have felt O.K. about m yself Q 4 Q s  Q z  F J i  Q o  I |w
5 I have felt totally lacking in energy and enthusiasm Q °  Q j*  O 2 Q j3 |___ f
6 I have been physically violent to  others Q 0 Q i  Q 2 Q 3 Q 4 j |R
I have felt able to  cop e  w hen  things go  wrong O 4 Q 3- Q 2 Q j i  | _ j o  | |f
8 I have been troubled by aches, pains or other physical problems Q jo  Q i  Q 3 Q *  |
9 I have thought of hurting myself Q o  Q i  Q a  Q s  Q 4
10 Talking to  people has felt to o  much for me Q j 0 Q i  Q 2  Q s  Q 4 | |F
    ■ . • r ----- —1
11 Tension and anxiety have prevented'm e doing important th ings Q o  T ~ l i  T l ?  F l j g  f l U  p
12 I have been happy with th e  things I have done. Q 4 Q 3 Q z Q ,  Q 0 I Ip
13 I Have been disturbed by unwanted thoughts and feelings Q o  Q ,  Q ?  | Q 3 | j |4 [ j H
14 I have felt like crying Q o  Q ,  Q z Q 3 Q 4 | |w
Please turn over
Survey : 65
Page : 1
SRRP 
URN: 3233626
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Over the last week
*15 ,f  have felt panic or terror 
16 I made plans to end my life 
,17 J  have feh overwhelmed by my problems 
is  I have had difficulty getting to sleep or staying asleep 
"19 I bavefeh warmth or affection for someone
20 My problems have been impossible to put to one side
21 I have been able to  do most things 1 needed to ” _r
22 I have threatened or intimidated another person 
"23 I have teh  despairing o  r h ^ eless
24 I have thought it would be better if I were dead
%..........   c
*25 l have feh criticised by-other people 
26 I have thought I have no friends 
27" I have felt unhappy *
28 Unwanted images or memories have been distressing me
. /  y # / î :
_ Q 0 ;Q>- Q 2 Q» O
□» Q* Q
□ °  Q i  Q a  Q a  Q *  | | p
0° □ ’ Q2 Qa Ql I |p
Q o  Q |  Q *  Q s  □ «  I lu  1
Qo Q, Q i □= Q , D
Q « Q i .q i o c - iQ - ;a .
Qo Qi Qz Q; Q» | |i
Q ^ ; & ' Q i Q < ; P
Q- Qi Q i Q) Q« Q
2^9 lhave been irritable ivh«twitlvother people \  * . rT |o Q i " d Q 2 F l a /  1 1
so I have thought I am to blame for my problems and difficulties Q o  Q i  Q z  Q a  Q <  | |p ?
31 I have felt optimistic aboutm yf uture - _ Q t  Q a  Q z  Q i  Q o  j___
32 I have achieved the things I wanted to Q *  Q a  Q z  Q i  Q o   IF
"33 :l have feh humiliated orsharhedby other people Q o  Q i  - Q z  Q a  Q i  I F
Qo Q, Q i Qi Q i O
JP
]«
Ï
>
}
]P
7
34 I have hurt myself physically or taken dangerous risks with 
my health
:-THANK YOU FOR YOUR HME IN'COMPLETING THIS QUESTIONNAIRE,
Total Scores 
Mean Scores
( T o t a l  s c o r e  f o r  e a c h  d im e n s i o n  d iv id e d  b y  
n u m b e r  o f  i t e m s  c o m p l e t e d  in  t h a t  d i m e n s i o n )
IWI IP) (FI im All items All minus R
Survey : 65 Page: 2
SRRP 
URN: 3233626 
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Date: 
Our ref: 
Your ref:
Health and Social Care
NHS Trust
13 February 2002
Trainee Clinical Psychologist 
Psychology Department
Dei
Re: Service Related Project
Following our recent conversations I am writing to confirm that I have read through your proposal 
and agree that it is clinical audit against agreed standards and, therefore, does not need to go through 
the research process. ^
With best wishes 
Yours sincerely
Head of Clinical Effectiveness
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APPENDIX 3
TABLE OF RELIABILITY ANAYLSIS: 
alpha co-efficients for each of the CORE domains
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APPENDIX3
TABLE 1. Reliability Analysis: Alpha coefficient for each of the CORE domains
DOMAIN PRE-INETRVENTION
52 cases
POST-INTERVENTION
30 cases
Well-being -  4 items 0.7774 0.8942
Problem -12 items 0.8935 0.9462
Functioning -1 2  items 0.8550 0.9353
Risk — 6 items 0.8479 0.7088
Table 2. Tests of normality: skewness and kurtosis for each of the CORE 
domains
Domain (n) Mean SD Skewness 
Statistic S.E
Kurtosis 
Statistic S.E
Well-being-pre(52) 2.063 0.990 -0.138 0.330 -0.521 0.650
Well-being-post
(30)
1.200 1.024 0.479 0.427 -1.084 0.833
Problems-pre (52) 2.050 0.896 -0.171 0.330 -0.481 0.650
Problems-post (30) 1.247 0.963 0.934 0.427 0.268 0.833
Functioning-pre
(52)
1.438 0.773 0.173 0.330 -0.474 0.650
Functioning-post
(30)
0.861 0.849 0.656 0.427 -0.980 0.833
Risk-pre (52) 0.394 0.672 2.376 0.330 5.776 0.650
Risk-post (30) 0.206 0.417 2.721 0.427 8.021 0.833
pre= pre-intervention 
post= post-intervention
* Skewness and Kurtosis: All but ‘Risk’ domain between -1 and +1, therefore 
considered normally distributed.
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APPENDIX 4
BOXPLOT OF PRE AND POST INTERVENTION SCORES FOR
COREDOMIANS
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APPENDIX 4
Figure 1. Boxplot o f pre and post intervention scores for CORE domains
Core
Score;
N= 30 30 30 30 30 30 30 30 30 30 30 30
Prefunction PreWelIbeing PreProblem PreRisk Pre Ail PreAII-Risk
PostFunction PostWellbeingPostProblem PostRisk PostAII PostAII-Risk
Pre and Post intervention for individual domains
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APPENDIX 5
BOXPLOT OF PRE-INTERVENTION SCORES FOR CORE DOMAINS IN 
PRIMARY AND SECONDARY CARE
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APPENDIX 5
Figure 2. Boxplot of pre-intervention means across the domains for primary care and 
secondary care clients
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APPENDIX 6 
FEEDBACK TO THE SERVICE
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w x *  J .V W O V U J .  vil JL 1UJCUL
19 August 2003 
Liza Paul
Dear Liza
Thank you so much for sending copies of your research project and case study, which 
will make valuable additions to our library.
The research project was of particular interest, indicating as it does that we are ‘on 
track’ both with our treatments and triaging.
Yes, I would like you to come and present to the Department sometime. Could you 
‘phone me to arrange a convenient time?
Many thanks again.
Yours sincerely
Consultant Clinical Psychologist
153
Major Research Project
Major Research Project
Coping with Chronic Pain after attending Cognitive 
Behaviourallv based 
Pain Management Programme
Word Count: 19712
Submitted: July 2005 
Year 3
PLEASE NOTE:
Details have been changed to preserve the confidentiality and anonymity of 
participants. Pseudonyms have been used.
Major Research Project
ACKNOWLEDGEMENTS
I would like to thank everyone who supported me with conducting the Major 
Research Project. I am especially indebted to all the participants who generously gave 
their time to be interviewed and without whom this would not be possible. I would 
also like to extend a special thanks to Dr Victoria Senior and Dr Claire Copland for 
their enthusiasm, thoughtfulness and encouragement during supervision. Finally, I 
would like to thank Dr Yvonne Scarlett, Beth Skillicom and Dr Hilary Rankin for 
their valuable support at the different Pain Management Clinics.
155
Major Research Project
CONTENTS
ABSTRACT Page 157
INTRODUCTION Page 158
METHOD Page 176
ANALYSIS Page 185
DISCUSSION Page 206
REFERENCES Page 216
APPENDICES
Appendix 1 - Letters of ethical approval from relevant committees Page 222
Appendix 2 - Information sent to participants:
(a) Invitation letter
(b) Participant Information sheet
Page 233
Appendix 3 - Checklist from both Pain Management Programmes 
to ensure they meet the desirable criteria for a 
standard pain management programme
Page 238
Appendix 4 - Interview Guide for semi-structured interview Page 243
Appendix 5 - Information sheet to collect demographic details of 
participants
Page 247
Appendix 6 - Participant Consent Form Page 250
Appendix 7 - Example of interview transcript Page 252
156
Major Research Project
ABSTRACT
Title: Coping with chronic pain after attending a cognitive behaviourally based Pain 
Management Programme.
Objectives: The main objective was to explore the process of becoming a self­
therapist after attending a pain management programme. In particular, what helped 
and hindered the process of becoming a self-therapist.
Design: The study involved a retrospective semi-structured interview design. 
Collected data was analysed using the qualitative methodology of Interpretative 
Phenomenological Analysis (IPA).
Participants: Participants were recruited from two pain management programmes 
over a period of six months. All had completed the programme within the last 6-12 
months. Analysis was based on 11 participant interviews, ten females and one male, 
aged 36-78 years.
Results: Two major themes emerged from the analysis. ‘Regaining control of pain’ 
stemmed from the education base of the pain management programme and consisted 
of three sub-themes. It described participants gaining an understanding of pain, 
obtaining and utilising the knowledge of when and how to use strategies to cope with 
pain and taking responsibility to manage their pain instead of relying on health 
professionals. The second theme o f‘Discovering a new role’ stemmed from a sense of 
belonging and acceptance gained from the group and consisted of four sub-themes. It 
described a reduced position of isolation and loneliness, acknowledging the validity of 
pain and accepting pain as part of their lives, changing expectations and being able to 
assert their own rights and needs. Both the main themes were intertwined and 
dynamic, and constantly revisited to allow further consolidation each time.
Conclusions: Analysis highlighted several clinical implications around issues of 
acceptance of chronic pain, perceptions of control, affects of pain severity and the 
importance of group belonging. Areas for need of further research are also 
highlighted.
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INTRODUCTION 
Overview
A British telephone survey of 1037 households found that 7% of adults questioned at 
a single point in time were in substantial pain (Bowsher, Rigge, Sopp, 1991).
Chronic pain is characterised as having pain for most days for at least three months 
and 20% have had pain for more than 20 years (NFO Worldgroup, 2003; Nicholas, 
Molloy, Tonkin, Beeston, 2003). It has enormous implications for the individual as 
well as the health service and the economic sector. Cognitive behaviourally based 
Pain Management Programmes (PMPs) have been developed as a response to the 
multiple and complex needs of those suffering from chronic pain. PMP’s main tenet is 
for clients to become their own self-therapists in managing their pain. There is 
abundant literature on the effectiveness of PMPs to help people improve their quality 
of living. However, historically much of the literature has focused on quantitative 
investigations of specific cognitive and behavioural aspects that have changed after 
the programme. There are relatively fewer studies exploring in detail the process of 
becoming a self-therapist. Areas particularly under-researched include the clients’ 
perspectives and reflections on the process of becoming a self-therapist and what 
helps and hinders this process in managing chronic pain after attending a PMP. 
Investigation into these areas is likely to contribute to our understanding of the 
functional application of strategies by clients after attending a PMP, thereby helping 
to inform clinical implementation of PMPs.
After an introduction to the area of chronic pain and the development of cognitive 
behaviourally based PMPs, relevant findings from existing studies of coping with pain 
during and after attending PMPs will be reviewed. This will focus on identified 
processes of change and pertinent issues such as acceptance relating to self­
management of chronic pain. This is followed by identification of under-researched 
areas of inquiry and the rationale for the current study.
Definition of chronic pain:
The International Association for the study of Pain (IASP) defined pain as an 
“unpleasant sensory and emotional experience associated with actual or potential 
tissue damage, or described in terms of such damage” (IASP, 1994).
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Impact:
Disability and distress
To date there are no comprehensive pan-European figures outlining the incidence of 
the various chronic pain syndromes and their cost to society. However, investigators 
in various countries have begun to compile this information to illustrate the magnitude 
of suffering due to chronic pain. (International Association for the Study of Pain, 
IASP, 2004). A self report questionnaire survey in the UK reported an equivalent of 
46.5% of patients within the general population to suffer from chronic pain (Elliot, 
Smith, Penny, Smith & Chambers, 1999).
There are a plethora of causes including non-specific back complaints, arthritis and 
injuries which, at present, may not have effective or lasting cures (Nicholas et al., 
2003). People with chronic pain may present with a range of difficulties which 
include emotional and psychological distress (depression, anger, anxiety), reduced 
physical function, disruption in relationships, a sense of helplessness and fear 
regarding the future (Philips, 1988, as cited in Grant & Haverkamp, 1995). Chronic 
pain sufferers consult their GP up to 5 times more frequently than others, resulting in 
5 million GP visits a year (Elliott, Fischer & Rennie, 1999). Back pain alone was 
estimated to cost the health care service £1.6 billion, however, this direct cost was 
reported to be insignificant compared to the cost of informal care and the production 
losses related to it, which totalled £10.7 billion. (Maniadakis & Gray, 2000). 
Furthermore, studies indicate that chronic pain is persistent and seldom totally 
resolves with treatment (Elliott, Smith, Penny, Smith & Chambers, 1999).
Chronic pain can result in a loss of valued roles including loss of employment and 
financial security, loss of being able to share activities with others as well as having to 
deal with the side-effects of long term use of analgesics (stomach problems, lethargy) 
subsequently leading to feelings of helplessness and depression (Nicholas et al.,
2003). The majority of studies report 50% comorbid incidence of depression for those 
suffering from pain (Wilson, Blazer & Nashold, 1976, as cited in Nicholas et al.,
2003). Reduced activity can also lead to further physical deterioration such as muscle 
wasting and joint stiffness (Nicholas et al., 2003).
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Experience of living with chronic pain
Qualitative studies exploring personal experience of living with chronic pain have 
revealed several themes for sufferers (Osborn & Smith, 1998; Sowden, Gray & Hatch
2004). Sufferers were found to be ‘searching for an explanation’ as they tried to 
understand what was happening to them and why. They ‘compared their current self 
with other selves’ which included other people and themselves in the past and future. 
They reported feelings of ‘not being believed’ as there were often no visible signs to 
validate their disability to others, therefore making it difficult to gain support, as well 
as questioning their own sense of pain, particularly with the lack of an official 
diagnosis. ‘Social isolation’ and concern regarding the ‘impact on family members’ 
were common as they felt a burden to others and that they had little to discuss except 
their pain. As well as reporting themes of fear and frustration on relying on family 
members. They suffered a multitude of Tosses and changes’ particularly relating to 
financial and social aspects, leading to lowered confidence. Negative ‘emotions’ 
relating to self (frustration and depression) and the medical profession (anger) were 
also reported. ‘Symptoms’ such as fatigue and drowsiness owing to the side-effects of 
medication proved a further hindrance to quality of life. Finally, ‘acceptance’ of their 
pain and making a decision to either give up or move on often proved difficult as they 
often found themselves trying to achieve what they ‘should’ be doing rather than 
having a realistic view of what was possible.
Likewise, Charmaz (1983) in a detailed qualitative study found that people with 
chronic pain experienced a loss of their former valued self images without 
simultaneously developing equally valued roles and images. Instead they led 
restricted lives, experienced social isolation, were discredited by others (jeered at or 
seen as a problem rather than a person in an ongoing interaction) and they were 
reported as having a sense of becoming a burden to others as they had little power 
over their lives.
History of Pain management:
Medical model
The biomedical model of pain dating back from the ancient Greeks postulated that a 
persons’ pain was due to a specific disease (Turk, 1996). Pain was therefore seen as a 
reaction to the disease, so when the disease was cured the pain would also abate
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(Turk, 1996). There were several uni-modal theories for pain experience. During the 
1950s pain was medically viewed as a sensation similar to vision and touch (sensation 
theory, by Bonica, 1952, as cited in Kugelmann, 1997). Others postulated pain 
experience resulting from the summation of tactile nerve excitations in the gray 
substance of the spinal chord (summation theory, by Dallenbach, 1939, as cited in 
Kugelmann, 1997). However, the recognition that a significant number of people 
suffered from pain despite medical intervention and that the disability appeared in 
excess of what might be expected from the pathology alone, instigated exploration of 
other factors contributing to the pain experience (Turk, 1996).
Move to a biopsychosocial approach
In contrast to the biomedical model’s emphasis on disease (objective biological 
event), the biopsychosocial model focused on illness (subjective experience or self 
attribution) as a complex interaction between biological, psychological and social 
factors (Turk, 1996). Biological factors may initiate, maintain and modulate 
perceptions of physical discomfort; psychological factors may influence the appraisal 
of internal physiological signs and affect biology through hormone production; and 
social and cultural factors may shape the behavioural responses of pain sufferers. It 
emphasised that the weighting of each varied according to the evolution of the disease 
process.
Melzack and Wall (1965) (as cited in Turk, 1996), Melzack and Casey (1968) (as 
cited in Turk, 1996) were the first to develop an integrated model including 
physiological and psychological factors, known as the ‘gate control theory’. They 
recognised three systems all contributing to the subjective experience of pain; sensory 
discriminative, motivational-affective and cognitive-evaluative. The gate control 
theory therefore gave equal importance to both psychological and physiological 
factors in moderating effects on pain perception. Therefore suggesting that solely 
cutting or blocking neurological pathways was inadequate in pain management. 
Instead, the experience of pain was seen as an ongoing sequence of activities, largely 
reflexive at the outset, but modifiable even at the earliest stages through a variety of 
excitatory and inhibitory influences as well as the integration of the ascending and 
descending CNS activity (Turk, 1996).
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Until recently, conventional methods of pain management mainly involved 
pharmacological treatment as recommended by the biomedical model. These include 
non-steroidal anti-inflammatory medication, opiod analgesics, a range of sedatives 
and antidepressants. Medical options also include implantable pain management 
devices and surgery. Other traditional uni-modal treatment approaches included 
physical therapy, behavioural therapy and relaxation training. However, large scale 
systematic reviews comparing uni-modal and multi-modal treatment approaches have 
shown that the latter is more effective across different measures and appeared to be 
more stable overtime (Morley, Eccleston & Williams, 1999; Flor, Fydrich & Turk, 
1992).
Cognitive Behaviour Therapy based Pain Management Programmes
Cognitive Behaviour Therapy (CBT) as traditionally applied to psychiatric problems 
proposes that an individual is helped to recognise patterns of distorted thinking 
manifested as the cognitive triad. This includes negative view of self, current 
experience and the future, which results in dysfunctional behaviour (Hawton, 
Salkovskis, Kirk & Clark, 2001). These cognitions (verbal or pictorial 
representations) are based on assumptions developed from an individual’s previous 
experiences (Beck, Rush, Shaw & Emery, 1979). The aim of CBT is to help the client 
learn about the connection between the environment, thoughts, feelings, behaviours 
and physical reactions (Greenberger & Padesky, 1995). Cognitive and behavioural 
strategies are designed to identify, reality-test and correct dysfunctional assumptions 
and behaviours, thereby reducing presenting symptoms (Beck et al., 1979). The aim 
of the therapist is to teach the client "to be her own therapist, not for the therapist to 
solve all her problems” (Beck, 1995, p.269). The model proposes that the client 
incorporates the therapeutic strategies of the therapist, which allows generalisation of 
the strategies from therapy to external situations (Beck et al. 1979).
CBT applied to chronic pain within a PMP setting is a multi-component intervention.
It involves a basic philosophy of active client participation, education and guided 
personal experimentation (Morley, 2004) leading to eventual self-management of 
living with chronic pain. The rationale for incorporating CBT originates from findings 
that suggest that the way in which chronic pain is perceived and managed influences 
psychological and physical adjustment (Turk, Michenbaum & Genest, 1983, as cited
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in Bums, Kubilus, Bmehl, Harden & Lofland, 2003). Within a PMP therapists help 
clients alter their beliefs that their problems are unmanageable (Bradley, 1996). 
Clients are taught to monitor their thoughts, emotions and behaviours to identify 
relationships among these factors and environmental events, pain, emotional distress 
and psychosocial difficulties (Bradley, 1996). It emphasises the importance of 
performing behaviours at appropriate times so that clients can cope with pain, 
emotional distress and psychosocial difficulties more effectively (Bradley, 1996). 
Finally, it helps to develop increasingly effective ways of thinking and responding to 
problems that may be experienced after termination of the PMP (Bradley, 1996).
CBT based PMPs are the treatment of choice in the UK (Department of Health, 2002).
CBT based programmes promote change in pain and related phenomena by changing 
pain behaviours and pain related thought processes. Active client participation 
encourages clients to attribute successful outcomes to their own personal competence, 
to be more highly motivated and demonstrate greater behaviour change (Turk, 
Holzman & Kerns, 1986, as cited in Grant & Haverkamp, 1995). A detailed 
description of CBT based PMP is not within the scope of this thesis, however. Grant 
& Haverkamp (1995) outlined the guiding principles of CBT used in a chronic pain 
setting. The main principles include; reconceptualising their belief of pain from that 
of a medical symptom that is out of their control, to a belief that pain perception is 
possible to change through physical and psychological interventions; setting specific, 
measurable and realistic goals; recording a pain diary for at least some time to 
measure pain frequency, duration, intensity, sleep patterns and medication intake; 
physical exercise to overcome physical deconditioning and the belief that any activity 
beyond the minimal is potentially damaging (Turk & Holzman, 1986, as cited in 
Grant & Haverkamp, 1995); relaxation training to teach clients how to reduce 
physiological arousal and muscle tension on demand to decrease muscular 
hyperarousal (Phillips, 1988, as cited in Grant & Haverkamp, 1995); emotional 
interventions to manage and reduce anxiety and depression; cognitive restructuring 
and reconceptualisation of the pain experience to increase self efficacy and thoughts 
about the ability to manage pain (Grant & Haverkamp, 1995); socioenvironmental 
interventions to explore issues of feeling guilty and needing to be more assertive 
within personal relationships (Grant & Haverkamp, 1995).
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The cognitive-behavioral conceptualisation proposes that people with chronic pain 
have negative expectations about their own ability to exert any control over their pain 
which reinforces the experience of demoralisation, inactivity and overreaction to 
nociceptive stimulation (Turk & Rudy, 1992). These cognitive appraisals have a 
negative effect on behaviour, leading to reduced effort and psychological distress 
(Turk & Rudy, 1992). The cognitive behavioural approach suggests that behaviour 
and emotions and therefore distress are influenced by interpretation of events, rather 
than solely the characteristics of the event itself. Cognitive behavioural interventions 
have therefore been developed to (a) change cognitions associated with dysfunctional 
adjustment to chronic pain, for example, somatic preoccupation; (b) enhance clients’ 
use of specific cognitive coping strategies; and (c) enhance clients’ confidence in their 
ability to cope (Turk & Rudy, 1992).
In response to the multiple needs of those suffering from pain, Pain Management 
Programmes (PMPs) have been developed. A Pain Management Programme is a 
cognitive behaviourally based intervention for people with chronic pain. The Pain 
Society (2003) reported that outpatient PMPs on average last six to eight weeks, 
involving two to three hour sessions, with at least one subsequent follow-up. It is 
delivered within a group setting with 8 to 14 clients, although group sizes can vary. It 
is a multimodal intervention programme facilitated by a multidisciplinary team 
typically consisting of Psychologists, Physiotherapists and Nurses. According to the 
Pain Society (2003), a PMP is aimed to reduce the disability and distress as a result of 
chronic pain through teaching and guided practice in physical, psychological and 
practical techniques to improve quality of life. It highlighted that although pain relief 
is not the primary goal, improvements in pain have been demonstrated as a result of 
participation in a PMP. Furthermore, functional restoration through physiotherapy is 
aimed to enhance physical capacity and restore some normal functioning, hence 
reducing pain and disability (Mayer, Gatchel, Kishino, Keeley, Capra, Mayer, Barnett 
& Mooney, 1985, as cited in Bums, Johnson, Mahoney, Devine & Pawl, 1998). It 
encourages clients to become self-therapists in managing their pain by continuing the 
techniques learned in the PMP.
A survey of the International Association for the Study of Pain found that most of the 
CBT based programmes involved (a) education about the factors that influence pain
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perception and coping, (b) encouraged reconceptualization of the pain process, (c) 
taught new ways of responding through skills acquisition, and (d) encouraged 
increased exercise and activity levels (Wilson, Mikail, D’Eton, & Karol, 1993, as 
cited in Grant & Haverkamp, 1995).
Evidence for cognitive-behaviourally based Pain Management Programmes
A meta-analytic review of outcome studies by Flor, Fydrich & Turk (1992) found that 
multimodal (CBT based) PMPs are more effective than uni-modal treatments (e.g. 
medication). The review reported patients functioning better than 75% of the uni- 
modal treatments and showing an improvement across a range of outcomes. 
Furthermore, multimodal programmes doubled the chances of returning to work 
compared to unimodal programmes (Flor et al., 1992).
There is increased evidence that CBT based multidisciplinary PMPs can improve 
psychological and physical functioning post treatment and at follow-up (Morley, et 
al., 1999; Moore, Von-Korff, Cherkin, Saunders & Lorig, 2000; Jensen, Turner, 
Romano, 1994; Jensen, Turner, Romano, 2001; Johansson, Dahl, Jannert, Melin & 
Andersson, 1998; Collins, Carr & O’keefe, 1998; Kems, Turk, Holzman & Rudy, 
1986; Skinner, Erskine, Pearce, Rubenstein, Taylor & Foster, 1990; Turner & Jensen, 
1993; Lofland, Bums, Tsoutsouris, Laird, Blonsky & Hejna, 1997). This is often 
reflected in significant changes in pain experience, mood/affect, coping, physical 
activity and social role function (Morley et al., 1999). Decrease in helplessness 
responses, disability, pain severity, number of pain-related physician visits and sick 
leave were also found (Jensen, et al., 1994; Kems et al., 1986; Johansson et al., 1998).
Despite the wealth of evidence in support of CBT based PMPs it should be noted that 
there are some studies showing mixed results regarding the increased effectiveness of 
CBT based PMPs compared to other active treatments (e.g. medication, behavioural). 
A meta-analytic review by Morley et al., (1999) of 65 studies that evaluated the 
efficacy of multidisciplinary treatments for chronic back pain found that there were no 
comparatively significant improvements in CBT based PMPs for mood/affect, 
negative cognitive coping (e.g. catastrophisation) and appraisal and social role 
functioning compared to other active treatments (e.g. medical). However, this is in 
contrast to the Flor et al., (1992) review and the reason for this contrast is unclear.
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Nonetheless Morley et al., (1999) found significantly greater changes for pain 
experiences, positive cognitive coping and reduced behavioural expression of pain 
with CBT based PMPs.
Turner & Jensen (1993) compared group cognitive therapy, relaxation training and 
cognitive therapy combined with relaxation training to find that all 3 groups showed 
significant improvement from pre-treatment but without significant between group 
differences at post treatment as well as 6- and 12-month follow-ups. Turner & Clancy 
(1988) found similar results when comparing cognitive behavioural and operant 
behavioural treatment groups. A further comparison between group progressive 
relaxation training and cognitive-behavioural group therapy (Turner, 1982) found the 
cognitive-behavioural group to have a further significant improvement in; measures of 
pain, depression and disability at 1-month follow-up, followed by a marked 
improvement in time spent working at 2 years.
Processes involved in promoting change on a Pain Management Programme
Although there may be some mixed results regarding the increased effectiveness of 
CBT based multidisciplinary PMPs compared to other active treatments, the overall 
results are more favourable for CBT based PMPs.
Quantitative findings suggest that improvement following PMP may be more closely 
associated with changes in what clients think about their pain (e.g. less helpless) 
rather than in what they do about their condition (e.g. exercise) (Jensen et al., 1994). 
Their study supported part of the cognitive-behaviourally based theory, that 
improvement in physical and psychosocial functioning after PMP’s is associated with 
significant changes in pain related beliefs and coping strategies. Significant change in 
pain related beliefs included: belief in one’s control over pain; belief in oneself as 
disabled by pain; belief that pain is a signal of damage and that activity should be 
avoided; belief in a medical cure for pain; belief that others should be concerned in 
response to their pain behaviours and belief in the appropriateness of medications for 
the treatment of chronic pain. Cognitive strategies found to be effective were: 
diverting attention; coping self-statements; praying or hoping; decrease in 
catastrophizing and ignoring pain. Jensen & Karoly (1991) found coping strategies
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effective in increasing activity levels to be; ignoring pain, diverting attention and 
using coping self-statements. However this depended on the pain severity, suggesting 
that these coping strategies are important to functioning only among relatively low 
pain severity levels (Jensen & Karoly, 1991). It was therefore speculated that 
cognitive-behavioural treatment may be less effective for severe pain as opposed to 
physical rehabilitation centres which focus more on behaviour change rather than 
cognitive change (Jensen & Karoly, 1991). However, ignoring pain, using coping 
self-statements, and increasing activities when in pain, were directly related to 
psychological functioning and adjustment over and above the effects of pain severity. 
One of the problems in the quantitative studies mentioned above is that causes of 
therapeutic change cannot be ascertained, for example why are coping self statements 
useful? Jensen, et al., (2001) suggested that specific cognitions and coping responses 
are important in client improvement, but causal relationships could not be ascertained.
A process study (testing directly the mechanisms of therapeutic change) by Bums et 
al., (1998) found that pre- to posttreatment decreases in pain helplessness were related 
to improvements in pain severity and activity, whereas increases in walking 
endurance was associated with improvements in activity. Hence supporting the notion 
that changes in cognitions and physical capacity may represent therapeutic 
mechanisms of change in CBT based multidisciplinary PMPs and also postulating that 
change across the domains were interrelated. In trying to understand what changes are 
produced as a result of treatment and how it related to functional and psychosocial 
improvement, Tota-Faucette, Gil, Willimas, Keefe & Goli (1993) found that changes 
in self statements (pain control and rational thinking) were related to decreases in 
depression and anxiety, pain report and discomfort. Moreover, decreases in negative 
social cognitions were related to reduced depression. They also illustrated the 
importance of family environment and involvement in treatment as effecting 
treatment outcome. Decreases in perceived pain disability may also act as a 
therapeutic mechanism (Lofland et al., 1997).
Improving confidence in an individual’s ability to perform a range of daily tasks (self 
efficacy) despite their pain was found to be important in decreasing pain behaviours 
(for example, limping, resting, taking medication) and avoidance behaviors (Asghari
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& Nicholas, 2001) as performed through CBT based PMP’s. Furthermore, after 
controlling for pain severity and education, coping self-statements and reinterpreting 
pain sensations were found to be significant predictors in increasing perceptions of 
pain control (Haythronthwaite, Menefee, Heinberg & Clark, 1998). Likewise, the 
benefit of decreasing passive coping strategies (relying on external sources to control 
pain, e.g. I have faith in doctors that someday there will be a cure for my pain) has 
also been illustrated in better psychosocial adjustment and reducing depression, as 
opposed to just increasing active coping strategies (e.g. I read) (Snow-Turek, Norris, 
Tan, 1996).
An interesting study by Newton & Barbaree (1987) asked participants to self-monitor 
their cognitive activity during their headaches after receiving group CBT or being 
assigned to a waiting list control group. In comparison to the control group the CBT 
group appraised their headaches in a more positive manner and/ or an increased belief 
in their ability to reduce their own discomfort. The treatment group also reported 
more frequent occurrence of coping thoughts of a problem solving nature. They 
showed a greater tendency to spend time reviewing pain management strategies, in 
attending internal factors contributing to the headaches or in self-urging to take 
action. Changes in cognitive appraisal were also associated with reduced headache 
intensity and frequency following treatment. In questioning the mechanism of change, 
Newton & Barbaree (1987) found that there was no significant relationship between 
the increased use of coping thoughts and reductions in pain intensity. Hence, 
suggesting that reduction in negative appraisal could be a potential change 
mechanism. Thus supporting a growing a body of research suggesting that a reduction 
in negative thinking, rather than an increase in positive self-talk being associated with 
therapeutic improvement.
Findings by Jensen et al., (1994) also raised the possibility that some commonly 
encouraged pain coping strategies in PMPs may not have a direct impact on 
improvement. These included: increases in aerobic exercise, stretching exercise, 
keeping busy, muscle strengthening exercise, relaxation, decreases in pain contingent 
rest and opioid medication use. However, they also proposed that it may take longer 
than three to six months for benefits from the behavioural aspects to emerge - as 
found by Turner (1982), Turner & Clancy (1988).
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Additional pertinent clinical issues 
Acceptance of pain
McCracken & Eccleston (2003) cautioned against the narrow focus of research on 
‘coping’ with chronic pain as inadvertently meaning the reduction of some strategies 
and the adoption of other strategies. They, like others such as McCracken, Carson, 
Eccleston & Keefe (2004) highlighted the importance of understanding how 
individuals adapt to or accept chronic pain. Acceptance of chronic pain was defined as 
living with pain without reaction, disapproval, or attempts to reduce or avoid it 
(McCracken, 1998; McCracken 1999, as cited in McCracken & Eccleston, 2003). It 
was proposed that acceptance involved disengagement from struggling with pain, a 
realistic approach to pain and pain-related circumstances and engaging in positive 
everyday activities (McCracken & Eccleston, 2003). A few empirical studies reported 
that accommodation to pain (ability to live a satisfying life despite chronic pain) 
reduced depression, pain behaviour, anxiety and disability (McCracken, 1998; Jacob, 
Kems, Rosenberg & Haythomthwaite, 1993, as cited in McCracken & Eccleston, 
2003).
A study by McCracken & Eccleston (2003) using a range of questionnaire measures 
on patients seeking treatment from a university pain management centre, found that 
greater acceptance of chronic pain was associated with reduced pain, depression, 
disability, pain related anxiety and better work status. It was particularly interesting 
that ‘coping’ and ‘acceptance’ were not highly associated with one another, as only a 
modest association was found between acceptance and a subset of coping strategies. 
Furthermore, they also noted that acceptance was not related to diverting attention or 
reinterpreting pain, it was only minimally related to ignoring pain and was negatively 
related to praying and hoping.
Readiness to change
A related concept important for treatment success is that of patient readiness to self 
manage ( Jensen, 1996, as cited in Jensen, Neilson, Turner, Romano & Hill, 2004). 
Jensen, Nielson, Kems (2003) proposed a Motivational Model of Pain Self 
Management (MMPSM) to predict and understand coping behaviour as well as 
readiness to self-manage. The concept of readiness to change from the transtheoretical 
model of behaviour change involves a cycle of 4 stages (Prochaska & DiClemente,
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1984, as cited in Jensen et al., 2004). Precontemplation - belief that pain management 
is primarily the responsibility of medical staff. Contemplation - consideration of 
adopting a self-management approach, but reluctant to give up passive approaches of 
pain management. Action - starting attempts of self-management. Maintenance - 
commitment to ongoing active pain self-management. Each stage reflects the 
individuals’ interest and readiness to engage in significant adaptive behaviour changes 
(Jensen et al., 2004), such as becoming a self-therapist in pain management. Jensen et 
al., (2004) and Kems & Rosenberg (2000) found that readiness to self manage pain 
increases from pre- to post-multidisciplinary PMP. Hence 6Precontemplation’ scores 
decreased while ‘Action’ and ‘Maintenance’ scores increased over the programme.
Furthermore, greater readiness to self-manage pain is associated with more frequent 
use of adaptive coping responses and decreased use of maladaptive coping responses 
(Jensen et al., 2003 and 2004). Although there was some return toward pre- 
programme levels at the 6-month follow-up, possibly reflecting some ambivalence 
regarding self management, however the ‘Action’ and ‘Maintenance’ scores were still 
significantly higher and ‘Precontemplation’ scores significantly lower that before the 
programme. The MMPSM also proposes that patient motivation for self management 
is influenced by many factors: information of costs and benefits of self-management, 
the way in which information is communicated, contingencies for self-management 
behaviours, perceived barriers to the use of coping strategies and self-efficacy in 
utilising self-management behaviours (Jensen et al., 2003). Many of these are targeted 
by the PMP (Loeser & Turk, 2001, as cited in Jensen et al., 2004).
Self management after a pain management programme 
Maintenance of therapeutic change
Pain management literature has illustrated maintenance of therapeutic gains at follow- 
up periods to reflect long-term effectiveness of therapy (Collins, et al., 1998; 
Richardson, Richardson, Williams, Featherstone et al., 1994; Turner & Jensen, 1993). 
In comparing a CBT group and a progressive relaxation training group, Turner (1982) 
found the CBT group to have a further significant improvement in; measures of pain, 
depression and disability at 1-month follow-up, followed by a marked improvement in 
time spent working at 2 years compared to a group progressive relaxation training
170
Major Research Project
group. Patrick, Altmaier & Found, (2004) reported on a 13 year follow-up after a 
PMP which found that patients maintained their treatment gains in pain intensity, 
interference and negative mood. Furthermore, patients showed general levels of health 
comparable to their peers with the exception of experiencing increased pain and 
reduced physical functioning. More than half were employed, and of those not 
employed, few attributed this to pain. Patrick et al., (2004) also reported previous 
studies showing maintenance of treatment gains after a PMP at 1 Smonths (Bendix, 
Bendix, Haestrup et al., 1998 as cited in Patrick et al., 2004), 2 years (Bendix, Bendix, 
Vaegter et al., 1996, as cited in Patrick et al., 2004), 5 years and 10 years (Meilman, 
Skultety, Guck et al., 1985, as cited in Patrick et al., 2004).
However, other studies found ‘social activities; and ‘outdoor activities’ which were 
initially significantly increased after CBT based group were no longer significant at 
the 1-yr follow up (Johansson et al., 1998) compared to pre-treatment. Similarly, 
Kems, et al. (1986) also found a reduction at a 6 month follow-up in the initially 
significant improvement in CBT compared to behavioural treatment in: pain 
suffering, affective distress, instrumental activities and dependency, although both 
treatment groups were still significantly better than pre-treatment.
Research has also found that a brief psychologist-led cognitive-behavioural 
intervention (2 weeks) to enhance back pain self care can be modestly effective in 
reducing worries about pain, pain intensity, interference with activities, fear 
avoidance and dysfunction, whilst positively changing attitudes towards back pain 
self care (Moore, et al., 2000). It was however, unexpected that the statistically 
significant difference at the 3 and 6- month follow-ups were no longer maintained at 
12 months for most measures due to improvement in the control group between 6 and 
12 months. One explanation proposed was that the intervention period (2 weeks) was 
not enough for long term maintenance (Moore et al., 2000).
Although the above studies give an account of what improvements may or may not be 
maintained, there is limited research on which aspects of the PMP clients are trying to 
use, what they find useful about it, why they continue to use particular strategies and 
what may make it difficult to continue with some strategies. Little is know about the
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process of post PMP self-management, the problems that are encountered, what helps 
in the process of trying to self-manage after attending a PMP and what clients 
attribute the change to. Further quantitative studies can improve our knowledge on 
these aspects, but qualitative studies are equally important in exploring and 
formulating possible theories in understanding post PMP self therapeutic activity. It is 
hoped that quantitative studies can then confirm or disconfirm any findings.
Research on the processes of self-management
A few studies have qualitatively investigated the experiences of people attempting to 
self-manage pain and have generally found the following. A thematic content analysis 
of a focus group after participating in a PMP found that it was perceived to have 
reduced depression, gave insight into their reactions to pain, helped them accept the 
pain, improved interpersonal relationships and reduced medication use (Collins et al., 
1998). Participants attributed the changes to: group support, personal commitment, 
staff support, physiotherapy, education and the overall experience of completing the 
programme (Collins et al., 1998). It unfortunately did not explore the processes 
involved in how participants made the changes. Similarly, Steen & Huagli (2001) 
conducted a qualitative evaluation of an education programme for people with chronic 
pain. Reports post treatment and at one year follow-up suggested; experiences of 
increased self awareness in existential terms 6I have an increased awareness of who I 
am’, a change in focus on things other than pain 6I have stopped fighting the pain’, 
reduced pain and more beneficial ways of dealing with pain and life situations 61 think 
different than I used to’.
Quigney & Callaghan (2005) recently published a study on participants’ views of a 
PMP, using the qualitative approach of content analysis. In focusing on what clients 
found helpful and less helpful in a PMP it provides a glimpse into the clients’ 
experiences of a PMP. Their analysis of interviews with eight members revealed six 
core categories. (1) Participants mentioned practical and emotional ‘support’ from the 
group as most helpful and some mentioned staff support. (2) Participants commented 
on the usefulness or ‘benefits’ of all major elements of the programme, mainly; 
exercise, relaxation, goal setting, outside speakers, pacing and diary recording. 
Reasons given for the usefulness of each element varied, from learning about
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relaxation and exercise strategies first hand in a collaborative fashion to welcoming 
outside speakers being open to answer their questions. (3) The majority of participants 
felt they had made ‘cognitive changes’ in how they thought about their pain and their 
life situation, with examples of realising that they need to put themselves first or ask 
for help as well as using cognitive strategies such as distraction. Common strategies 
that were continued included; relaxation, exercise, pacing and goal setting. (4) 
‘Additional life style changes’ included partaking in more enjoyable leisure activities, 
helping others with similar problems and frequently referring back to their PMP 
information folders for motivation and reassurance when necessary. (5) ‘Less helpful 
aspects’ involved some exercises being difficult to put into practice and certain 
strategies having already been tried by participants previous to the group, such as goal 
setting. And (6) when asked about improvements to the PMP most comments were 
concerned with the environment (seating and location), some with the structure or 
timing of exercises and few mentioned that some aspects of the content being 
redundant for them (medication side effects) and others requesting more information 
on postural techniques. However, Quigney & Callaghan (2005) identified the 
limitation of their study in using content analysis instead of Interpretative 
Phenomenological Analysis (IPA) - which allows a greater depth of analysis by 
allowing interpretation of cognitions underlying the data. Furthermore the findings 
were more related to what the participants found useful and were utilising, rather than 
investigating the process of how and why they made the changes, for example, what 
helped to make the ‘cognitive changes’?
Furthermore, the few qualitative studies that have been reported have recruited 
participants from one PMP, which may then indirectly be more an evaluation of that 
particular PMP. It may therefore be useful to recruit participants from different PMP 
sites to obtain a broader view of the processes involved in becoming a self-therapist 
rather than it being an indirect evaluation of the specific PMP.
Summary
The review highlighted the complex processes involved in pain management and the 
move away from a uni-modal medical approach to the development of multi-modal 
cognitive behaviourally based pain management programmes. There is a wealth of 
empirical literature supporting the evidence of pain management programmes in
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improving quality of life. Different strategies were found to be effective in improving 
different aspects of quality of life. Empirical studies highlighted cognitive and 
physical processes as complicated and inter-related factors involved in the process of 
change after attending a pain management programme. However, research also 
suggested a stronger impact from different cognitive strategies as opposed to 
behavioural strategies.
Some researchers also highlighted the importance of concepts such as acceptance and 
readiness to change, rather than reducing the complicated process of pain 
management to purely an increase and decrease in particular strategies. Long-term 
maintenance of therapeutic change after pain management programmes has shown 
some mixed results in its effectiveness, although generally, it appears to be positive. 
The limited qualitative studies reported thus far have highlighted what clients find 
useful about pain management programmes and the strategies that they have 
continued to utilise. However, none of the studies explored the processes that made 
the changes of becoming a self-therapist possible.
Rationale for current study
Further quantitative research is needed to understand the exact process of becoming a 
self-therapist after attending a PMP. However as a first step, qualitative research is 
essential to explore and formulate possible hypothesis and theories about what 
happens after the programme. It was hoped that by constructing a semi-structured 
interview guided by research in the area would make the interview data more valuable 
(Coyle & Rafalin, 2000) whilst also allowing participants to pursue their own salient 
aspects of their experiences by exploring thoughts, feelings, interpretations and links 
between areas. Furthermore, to allow a more in-depth analysis and interpretation of 
the data, Interpretative Phenomenological Analysis (IPA) was the chosen method of 
analysis.
A qualitative interview study by Glasman & Finlay, (2003) to explore self therapeutic 
activity after Cognitive Behavioural Therapy for depression and/or dysthymia was 
particularly useful in understanding the processes involved in becoming a self­
therapist. It also identified a range of factors, which influenced how participants 
became self-therapists. It was hoped that replication of this study with chronic pain
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clients after a PMP programme would also provide some insight into the relevant 
processes.
Aims and Objectives
The aim of the current study was to explore in more detail what clients found useful 
after completing a PMP and what was involved in the process of becoming a self­
therapist. What helped and hindered this process?
The main objective of this study was to explore the experience of self-management in 
the context of chronic pain after completing a pain management programme.
Areas of exploration:
(1) How, if at all are CRT based principles used by a group of adults after completing 
a pain management programme?
(2) What helps or hinders self-therapeutic activity?
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METHOD 
Ethical Approval
Ethical approval was first sought and granted by the relevant committees. This 
included the; Multi-Centre Research Ethics Committee, relevant local NHS Trust 
Research and Development Committees and the University of Surrey Ethics 
Committee {Appendix One).
Design
This was a retrospective semi-structured interview study.
The Sample 
Inclusion Criteria
Interpretative Phenomenological Analysis (IPA) employs purposive sampling and 
involves collecting data from a homogenous sample for whom the research question is 
relevant (Willig, 2001). The selection criteria was made to ensure as much as 
possible, that the sample was homogenous and was also sufficiently representative of 
the clients attending a pain management programme. Both male and female clients 
were invited to participate if they were over 18 years of age, were not diagnosed as 
having a severe and enduring mental health dual diagnosis (for example, psychosis, 
severe recurrent depression predating pain), were not dependent on illegal drugs or 
alcohol once they enrolled in the programme and were not considered at risk of self- 
harm or harm to others at completion of the programme. As this was already the 
predetermined selection criteria for the PMPs, it would not exclude anyone who had 
attended a PMP. Attendance for the majority of the original sessions (Site A -7/8 
sessions; Site B -11/12 sessions) was included to ensure a fair understanding of the 
programme content and to get as homogenous a group as possible. Attendance at a 
recent 6 month or 12 month follow up was also included to confirm the exclusion of 
any previously excluded risk factors (for example, alcohol dependency) and also 
allow a sufficient time frame to allow experience of being a self-therapist and reflect 
on the process. Research has also suggested that it may take three to six months after 
the programme for the benefits of some strategies to become relevant (Jensen, Turner, 
Romano, 1994).
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Recruitment
Participants were recruited from two specialist multi-disciplinary pain management 
programmes from different Trusts. They had previously attended structured cognitive 
behaviourally (C-B) based group pain management programmes and then offered 6 
and 12 monthly follow-ups. The client notes were screened by the Clinical 
Psychologists in both sites according to the inclusion criteria above, at the 6 month or
12 month follow ups. Names and addresses of appropriate clients were then 
forwarded to the researcher. Invitation letters for clients to participate in the research 
were posted by the researcher allowing clients to volunteer via a tear-off slip, which 
they could post to the researcher in a self addressed stamped envelope {Appendix 
Two).
Sites
To ensure that both sites would be considered as following a recognised C-B based 
programme as recommended by the Pain Society, a checklist was devised {Appendix 
Three). The checklist was adapted from the Pain Society’s (2003) draft of desirable 
criteria for a pain management programme and the Clinician’s Guide to Mind over 
Mood by Padesky & Greenberger (1995). The latter was included to allow more focus 
on the C-B based aspects and therefore more psychological aspects of the programme, 
in line with the present study. Examination of the checklist suggested that both sites 
incorporated components recommended by the Pain Society for them to be considered 
a standard C-B based PMP. The programme outline (given to clients by each PMP) is 
also provided (Appendix Three). Further qualitative examination of the programme 
content of both the PMPs did not suggest any significant differences in the content 
delivered.
Participation rate
Of the 32 clients who were invited to take part in the study, a total of 14 opted in to be 
contacted by the researcher. The researcher was unable to contact 1 participant, hence
13 interviews were conducted in total. Interviews were conducted between the period 
of December 2004 and May 2005. To tailor for their physical needs and pain, 
participants were given the option of conducting the interviews at their home or at the 
hospital.
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2 interviews were later found to be inaudible and therefore not transcribed. Data was 
therefore analysed from a total of 11 interviews.
SITE A
Data was analysed from 4 participants.
SITEB
Data was analysed from 7 participants.
Data Collection
The present study aimed to explore the experience of becoming a self-therapist after 
completing a pain management programme and to gain further insight into what 
helped or hindered the process of becoming a self-therapist. A semi-structured 
interview process was selected to allow participants the opportunity to share their 
experience on the research topic (Willig, 2001). Semi-structured interviews also allow 
greater flexibility than structured interviews for the researcher to freely probe areas of 
interest that may arise unexpectedly, as well as follow the interests and concerns 
raised by the participant (Smith, 1995) to gain a greater understanding of their 
experience.
An interview guide was developed around the main areas being explored, with 
prompts to encourage participants to elaborate further {Appendix Four) (Smith, 1995). 
Questions were based around main areas o f inquiry (Coyle & Rafalin, 2000; Willig, 
2001) and discussed with experts in the pain management field and in qualitative 
research methodology. The interview guide did not dictate the interview, but rather 
acted as a framework, whilst also allowing the researcher to follow-up unexpected 
areas of interest raised by the participant by adapting the questions to the specific 
context (Smith, 1995; Coyle & Rafalin, 2000). Thereby increasing the value of the 
data to the research question.
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Key interview areas included in the guide were as follows:
1. Setting the scene -  by eliciting participants understanding of what the pain 
management programme is.
2. Current pain management -  understanding strategies and experiences 
taken on after the programme as well as what helps and hinders this 
process.
3. Non-use of Cognitive Behaviour based pain management skills -  
reasoning behind not using strategies
4. Use of non-pain management programme methods to mange the pain.
5. Thoughts about the pain management programme.
6. Their understanding of living with pain.
To obtain relevant background details relating to their demographic and 
circumstances of pain, an information sheet was posted and collected at the interview 
{Appendix Five).
The researcher also kept a diary to record thoughts about the interview process and to 
facilitate the reflective process during analysis.
Conducting the interviews
Written informed consent was obtained both before and after the interview {Appendix 
Six). This entailed an explanation of the study, participants’ right to withdraw from 
the study at any time without having to give an explanation and the possible limits of 
confidentiality. It was explained that should any serious concerns arise during or after 
the interview, which necessitated having to contact relevant services, this would be 
discussed with the participant first. It was also explained that the relevant pain 
management teams were aware of the research and would be able to offer additional 
support, should participants feel that the interview raised any issues. Obvious 
concerns did not arise during any of the interviews.
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Consenting participants were interviewed once, for a period of up to 60 minutes. Of 
the original 13 interviews 11 were conducted at the participant’s homes’ and 2 at the 
relevant hospital sites. The researcher, who was not of the same ethnic origin as the 
participants, had not met the participants previously and therefore made every effort 
to establish rapport and help them feel relaxed and at ease during the interview.
Interviews were tape recorded and transcribed verbatim, which included some non­
verbal expressions such as pauses and laughter to facilitate richer analysis (See 
Appendix Seven for example of transcript). Transcripts were annonymised with any 
identifying details removed and pseudonyms used, to ensure confidentiality. Tape 
recordings were stored in a secure place and destroyed following transcription. All 
identifying details were kept secure and only accessible to the researcher.
Feedback to Participants and Teams
On completion of the study, all participants will be sent a letter of thanks for their 
participation together with a summary of the main findings and conclusions. The 
participating pain management programmes will be sent a copy of the full research 
report and an additional presentation of the results in due course.
Analytic Strategy
The eleven transcripts were analysed using Interpretative Phenomenological Analysis 
(IPA) (Osborn & Smith, 1998; Smith, 2003; Smith, Jarman & Osborn, 1999; Willig, 
2001; Elliot, Fischer & Rennie, 1999; Smith, Harre & Van Langenhove, 1995; Reid, 
Flowers, Larkin, 2005).
Description of IPA
IPA is a qualitative analytic method aiming to explore the participants experience 
from his or her perspective whilst recognising that it is also a dynamic process, as it is 
also the researcher’s interpretation of the participant’s experience (Willig, 2001). The 
approach is phenomenological because it is concerned with the participant’s personal 
experience of an event rather than the objective statement of the event itself, but it 
also acknowledges that the researcher’s interaction with the data and interpretative 
framework is required to understand the participant’s personal world, hence the term 
interpretative phenomenological analysis (Smith et al., 1999). IPA also acknowledges
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that a person’s cognitions are not transparently available from the transcripts, but by 
attempting to get as close as possible to an ‘insider’s perspective’ (Conrad, 1987, as 
cited in Smith et al., 1999) attempts an interpretation of the cognitions underlying the 
transcripts, and is therefore a co-construction between participant and researcher 
(Osborn & Smith, 1998). It therefore acknowledges that the verbal communication is 
not a direct reflection of what the participant thinks, but it provides some information 
about their thinking.
Rationale For Using IPA
IPA provides a systematic way to gain detailed accounts of the participants experience 
whilst acknowledging the subjective and reflective process of the interpretation (Reid, 
et al., 2005). Unlike other qualitative methods IPA accepts a link between account and 
psychological/ physical state (Smith, 1996) thus allowing an opportunity to explore 
the internal and external world of the participant through language. Also unlike other 
qualitative methods it openly acknowledges and makes transparent that the interview 
and analysis is both dependent and complicated by the researcher’s own interpretation 
of the participant’s lived experience (Smith, 1996). It goes on to make cautious 
inferences that discuss meaning, cognition, affect and action whilst being aware of the 
contextual and cultural background against which the data is generated (Reid et al.,
2005).
IPA is particularly relevant in the field of health psychology, possibly due to its 
ability to contribute to the biopsychosoical perspectives (Reid et al., 2005), which 
makes it invaluable for this particular research. It recognises the gap between an 
object and the individual’s perception of it and hence is interested in exploring the 
nature of that gap based on the belief that there is a chain of connection between 
account, cognition and physical state (Smith, 1996). IPA is particularly useful for 
within health psychology as it advocates collaborative work with quantitative 
methodology which looks at macro-levels, whilst IPA as a qualitative method 
explores the micro-level content of particular individuals’ beliefs and behaviours 
(Smith, 1996). A further strength is that it does not make any assumption about the 
external world, for example whether people’s accounts are true or false, but it is more 
concerned with the their experience of the event (Smith, 1996). Moreover, given that 
it utilises a bottom-up approach of analysis, it is particularly relevant in the current
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climate of the NHS trying to empower service users by giving them a voice (Reid et 
al., 2005).
Analytic Process
The analysis was conducted through an integration of cases rather than analysis on 
case-by-case approach (Willig, 2001). Hence a particularly rich transcript was chosen 
and read several times to generate key associations, phrases, descriptions and 
summaries and noted on the left hand side margin of the transcript. This was followed 
by a third reading to identify and label themes illustrating each section of the text 
(Willig, 2001). A fourth reading allowed the identification of clusters and hierarchy of 
themes and further links being made between themes (Willig, 2001). Finally, a 
summary table of themes along with illustrative quotes and links between them was 
developed on a separate piece of paper. All identified themes were included at this 
part of the analysis. The remaining 10 transcripts were read following the same 
format, but integrated into the already identified themes and checked that they were at 
a similar level of analysis across the transcripts (Willig, 2001). To facilitate cyclical 
analysis of any newly emerging themes from subsequent transcripts, they were 
checked against previous transcripts to identify whether new themes do genuinely 
characterise a new theme or whether it is just a new manifestation of an old theme 
(Willig, 2001). Once all the transcripts were analysed and a summary table developed, 
rarely occurring themes were dropped.
A table of major superordinate themes and sub-themes were then generated that were 
recurrent across the transcripts (Willig, 2001). Again links between themes and 
transcripts were repeatedly checked (Willig, 2001). Some of the themes generated 
from the data did also reflect areas covered in the interview guide.
Researcher’s Interpretative Framework
It is acknowledged that such analysis is shaped by the researchers’ interpretative 
framework. The researcher’s interest in health psychology stemmed from a general 
curiosity in understanding psychological management of a valid physical problem. 
Previous experience in applying cognitive behaviour therapy in a mental health 
setting also furthered the researcher’s interest in the pain management programme,
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known to undertake the cognitive behaviourally based principles in managing pain. 
Previous experience in narrative therapy where clients search for meaning, also 
encouraged exploration of alternative methods of analysis to quantitative analysis. 
Interest in co-construction between therapist and client as in narrative therapy was 
personally rewarding and it was hoped that IPA would be another avenue to develop 
this process within a research context. It was also noted that the review of quantitative 
research may have been influenced by the researcher’s assumption of PMP being C-B 
based, whilst the qualitative research was more influenced by the researcher’s interest 
and experience from Narrative Therapy. It was hoped that the researcher’s interest in 
Cognitive Behaviour Therapy helped the researcher to be aware of the basic principles 
of a PMP, whilst interest and experience in Narrative Therapy helped to make co­
construction with the participant a more dynamic process. Reading of relevant 
literature in the field of pain management and frequent discussions with clinicians in 
the field facilitated a process of gaining a greater understanding in a potentially new 
field for the researcher. Moreover, the researcher also observed assessment sessions in 
a pain management programme to attain a greater understanding of issues raised 
during the research process. It was also possible that given that the researcher was 
recently introduced to the speciality of pain management, the researcher may be more 
open and receptive to new ideas during the analytic process.
Evaluative Process
Qualitative methods are concerned with the detailed, rich and intermingled aspects of 
topics in a small number of people. As opposed to specific measures and isolated 
variables observed in a large number of people in quantitative research. Therefore the 
same evaluative criteria cannot be used for the two different epistemological methods 
(Yardley, 2000). Hence, the main characteristics of good qualitative research as 
proposed by Yardley (2000) and Elliott et al., (1999) were used as evaluative criteria 
for the current study:
1. ‘Commitment and rigour’ -  the researcher was engaged in an in-depth, repeated 
and cyclical reading of the transcripts. The researcher became familiar with the 
research topic by reading relevant literature, had frequent discussions with 
clinicians in pain management programmes and researchers in qualitative methods
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and health psychology and observed assessments within the programme to 
understand issues in greater depth.
2. ‘Transparency and coherence’ -  the researcher hoped to ‘own her own 
perspective’ by detailing the development of the interview guide, the data 
collection and the analytic process. She also acknowledged the potential impact of 
her own research interests in the interview and analytic process. This was 
discussed particularly during peer group analysis when other trainees agreed that 
the concept being discussed during interpretation was the same, but each trainee 
used different phraseology when independently interpreting the transcripts.
3. ‘Grounding in examples’, ‘resonating with readers’ and ‘situating the sample’ -  
Interpretations were illustrated with examples from the transcripts, so that readers 
could appraise the meaningfulness and persuasiveness of the researcher’s 
interpretations (Coyle & Rafalin, 2000). Details of the sample are also provided to 
understand the applicability of the findings. It was hoped that the illustrated 
themes were presented in a coherent narrative that resonated with the reader to 
increase their understanding of the field.
4. ‘Providing credibility checks’ -  to ensure the validity of the interpretations, 
several procedures were put in place. The research supervisor independently 
generated themes for one transcript, which was discussed in detail, to check the 
validity of the researcher’s themes and to ensure that the interpretations were 
grounded in the data. Further validity checks were conducted through peer group 
analysis of one of the transcripts to further enhance confidence that the themes 
were grounded in the available data. Although independent group members may 
have generated separate phraseology to describe a theme, it was agreed it referred 
to the same theme or phenomena. Hence the phraseology that best described the 
theme as agreed by the peer group was then used. Themes generated from the 11 
transcripts were also discussed in detail with the research supervisor and field 
supervisor -  a Psychologist in the pain management field to facilitate a detailed 
exploration of the themes and its potential relevance to the field.
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ANALYSIS
Introduction to the Analysis
The analysis will first describe the participants and their experiences of the pain 
management programme to help set the scene, followed by a brief outline of how the 
two main super-ordinate themes and the respective sub-themes were categorised 
regarding the process of self-management. Each of the super-ordinate and sub-themes 
will then be described in turn, with a discussion of how participants expressed these 
and what helped and hindered the process of self-management.
The following conventions are used to illustrate participant quotations:
Participant 
Interviewer 
Direct quotation 
Omitted material
Text added by researcher to clarify meaning 
Text omitted to maintain confidentiality 
Speech inaudible and could not be transcribed
Description of Participants
The analysed sample consisted of 11 white British participants, 10 women and 1 man, 
aged between 36 and 78 (mean = 50 years of age). With the exception of one 
participant, all were under the age of 65 years. Eight participants (73%) were married 
or with a partner and living together, two participants (18%) were single and one 
participant (9%) was divorced. Pain duration before attending the programme ranged 
from 1 % years to more than 15 years (mean = 5.5 years). All but one had an 
explanation for the cause of the pain. The duration elapsed since attending the 
programme ranged from 6 months to 12 months (mean =10 months). All but one 
participant used medication to help manage their pain. Five participants (46%) were 
still employed, three (27%) were not working for reasons other than pain, two (18%) 
were not working due to pain and one (9%) was retired.
Heather
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Setting the Scene
To help participants set the scene for the interview, they were asked to describe what 
they remembered of the pain management programme and how they would describe it 
to someone else. All the participants gave a rich description of the strategies that they 
used. Most described the programme as offering a holistic approach to life. Allowing 
them to accept the pain as part of their life, whilst it not having to be the centre of 
their life. They brought up aspects at the outset, which in subsequent analysis of the 
interviews also reflected some of the sub-themes, which will be described later.
Kate: “I t ’s the total aspect o f  your whole lifestyle and how you cope with the regime 
o f  having constant pain, not ju s t physically but mentally how you deal with i t ”.
Description of Main Themes
Two broad super-ordinate themes seemed to reflect the unique and shared ways in 
which participants were becoming their own self-therapists. These were titled 
‘Regaining control of pain’ and ‘Discovering a new role’. The seeds of both appeared 
to be planted during the pain management programme and continued to evolve as a 
process rather than it being static. Both were pivotal in helping participants regain 
control of their lives, but appeared to stem from different aspects of the programme 
and hence were categorised as two separate super-ordinate themes. ‘Regaining control 
of pain’ essentially seemed to stem from the more knowledge based aspects of the 
programme, whereas ‘Discovering a new role’ appeared to be more influenced by a 
sense of group belonging that was experienced through sharing and listening to other 
group members in the programme. It is acknowledged that the effects of the two 
super-ordinate themes are not completely separate, but for the purposes of this study 
they will be described separately with links between them being proposed towards the 
end of the analysis.
Sub-themes within the super-ordinate themes essentially reflect aspects that help the 
process of self-management. Accounts demonstrated that certain sub-themes could be 
pertinent at several times during the process rather than at one stage, so it is 
continually re-visited and built upon, hence reflecting a dynamic process. Challenges 
to the process of self-management were not evident in all the sub-themes, but will be 
discussed in the relevant sub-themes. Overcoming the challenges within the relevant
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sub-themes were also seen as a continuous process from which they were learning 
from, rather than a static event.
Theories relating to the findings and how it informs theory and practice will be 
discussed later in the discussion section.
TABLE 2: SUPER-ORDINATE THEMES and SUB-THEMES
OildiWit
1. Regaining control of pain 1.1 Understanding of how pain works
1.2 Knowledge of when and how to use strategies
1.3 Taking responsibility to manage the pain
2. Discovering a new role 2.1 Reduced position of loneliness and isolation
2.2 Acknowledging validity of pain and 
accepting pain as part of life
2.3 Changing expectations
2.4 Asserting own rights and needs
1. REGAINING CONTROL OF PAIN
Participants described having a renewed sense of feeling in control of their pain and 
therefore their life or at least being on the right path so that they felt in more control 
than before the programme. The sub-themes below reflect the processes which 
participants identified as helping them gain more control of the pain rather than the 
pain controlling them. The fertilisation of this super-ordinate theme appeared to stem 
from a more knowledge based aspect of the programme, such as understanding pain 
and how strategies work to ease the pain. This foundation then appeared to help 
initiate a cyclical and dynamic process helping participants achieve a new sense of 
responsibility in managing their own pain rather than relying on health professionals. 
Many described this as an apprehensive and empowering process, with the latter 
gaining more strength as time allowed them to deepen their understanding and 
confidence in the use of their skills.
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1.1 Understanding of how pain works
Most participants highlighted the importance of understanding how pain works and 
the awareness of the biopsychosocial aspects that can impact pain, hence making the 
unpredictable and unknown, predictable and known.
Miriam : “I  used to say, but I  like stress, H ike adrenaline but o f  course it reaches a 
time when i t ’s  not goodfor you. And now i f  I  get an adrenaline surge I  actuallyfeel 
quite ill, I  was quite shocked... to learn that, th a t’s what the course taught me... ”
Karen: "... it gave you ideas o f  and ways o f  managing it...just explained how your 
emotions and your psychological thoughts andfeelings could effect the way you fee l 
and the way to cope with things”.
This helped participants to avoid situations that they knew would exacerbate the pain, 
but also gave them the ability to choose what they wanted to do, with an 
understanding of the potential consequences. Having a choice made it possible to 
reintegrate themselves back into as normal a routine as possible, so even if they were 
in pain, they had control of the impact of the pain and as a consequence felt more 
empowered to partake in enjoyable activities and thus felt more in control of their life. 
Giving them an overall sense of empowerment, confidence and control.
Vicky: "Tow can go fo r  quite a  long time without anything [pain], then all o f  a  sudden 
it would be awful and you can’t do anything, y o u ’ve go t no idea what you ’ve done to 
make it like that. Whereas once you have the knowledge o f  what you can do and what 
you can’t do ...it can be useful. I  mean I  hadn’t even been to **** [town] which is ju s t 
a few  miles from  here because I  couldn’t walkfrom  one end to the other, but once 
w e ’ve done the course and knew how to do it, le a n  do that quite confidently. I  may 
p a y  fo r  it later, but I  had two days clearedfor it afterwards... ”
Accounts illustrated an evolving process of understanding pain, as participants 
continued to build on their knowledge when subsequent events provided clarification 
of concepts discussed within the programme. Particularly in understanding how their 
own subsequent techniques have helped to reduce the pain.
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Kate: “...an d  it [a r t class] obviously ups the endorphin, when I  go to the class even 
though I  might actually have pain  in my hand, again the pain gates are the magical 
thing, the endorphins and the good stuff being hit upon there will get rid  o ff the bad
Subsequent to the programme, strategies that were utilised before the programme 
were also understood in greater depth. An improved understanding of how pain works 
then facilitated a more effective and active adaptation of previous techniques, which 
further enhanced their sense of control.
Laura: “I  was doing the relaxation [a s  p a r t o f  a spiritual group] but I  was doing it 
to meditate not as a pain  re lief But since the pain  clinic I ’ve been using it as pain  
relief, i f  I ’m getting stressed, then that starts the pain, so I  think, right pu t on a tape. ”
Miriam: “Distraction, I ’ve always used that, all my life i f  I ’ve had a  problem  you  
know, I  would distract my se lf  from  it...sometimes like I  sa id  I  was distracting m yself 
with the p la y  station and I  found thatjust pressing the buttons would send pain  up my 
arm, but it took a while fo r  me to realise that 10 minutes on that machine and it would  
trigger it off... so I  stopped doing that. ”
l.La. Receiving a diagnosis
Within the theme of ‘understanding pain’, participants who received a diagnosis 
before the programme spontaneously highlighted the importance of receiving a 
diagnosis. They perceived the diagnosis as an important step in understanding why 
they were experiencing pain. Indicating that this was equally important for them to 
understand their experience and facilitate the use of strategies, rather than just 
understanding the biopsychosocial model of pain alone.
Karen: “After getting a diagnosis you can sort o f  come to terms to w hat’s going on, 
why things are happening and what you can do to help it really. ”
Although receiving a diagnosis may not be possible for all, it raises the question of 
whether it helps initiate the process of self-management before the programme and
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therefore eventually helps the process of becoming a self-therapist after completing 
the programme. However, it should be noted that one of the tenets of the programme 
is to understand the most suitable methods of pain management regardless of the 
cause of the pain.
Participants highlighted that additional secondary problems such as pain in another 
location could compound the original pain and possibly counteract effective strategies 
to reduce the original pain. But, for most participants the primary and secondary 
problems were attributed to the same aetiology, which appeared to help in 
understanding the complex interaction between primary and secondary problems. 
However Heather, who was the oldest participant and compounded by pain from 
potentially different aetiologies (cancer, osteoporosis, hip replacement) did not find 
that the programme gave her a better understanding of the pain,
“...we were all suffering from  pain fo r  different reasons. And I  didn ’t fin d  that what 
they [programme] told me really f itted  into what Fve got. I  mean I ’m going on the 
fa c t that I ’ve go t osteoporosis, the other two I ’m not taking into the programme. ”
It is possible that having different aetiologies could complicate an already 
complicated process, which makes it even more difficult to understand how pain 
works. Hence this may be an additional factor that needs to be explicitly considered in 
the programme. However, it is also possible that trying to compartmentalise the pain 
from different aetiologies (only taking in pain from osteoporosis) prevented gaining 
an understanding of how pain works.
1.2. Knowledge of when and how to use strategies
The theme of ‘understanding how pain works’ described what participants learned 
from the programme, where as this theme illustrates in more detail how participants 
apply what they learned. The two are of course very closely linked as ‘knowledge of 
when and how to use strategies’ follows on from an ‘understanding how pain works’.
All participants described having an understanding of when and how to use their 
preferred cognitive and/ or behavioural strategies as well as using practical aids to 
help with day-to-day living at home and at work. Responses included a wide variety
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of strategies taken directly from the programme and some which may have been 
tailored and refined for their own needs. The ability to achieve chosen goals was seen 
as evidence for the effectiveness of chosen strategies and the reason why they were 
continued even if they were initially challenging, thereby increasing participants’ self- 
efficacy. The quotes below illustrate some of the most common strategies and the 
reasoning for their preferred strategy.
Karen: “Fve learned that i f  you pace you rse lf you  can do fa r  more than i f  you race 
around like a loony doing everything and then you ju s t have to stop because you flake 
out and you can ’t  do it anymore. ” (behavioural strategy to decrease pain and 
increase productivity in the long run and achieve goals)
Jenny: “ Taking the medication [regularly, instead o f  when the pain has peaked] 
helped me to cope and by doing small steps it helped me cope through the day and  
obviously working towards going back to work, which Fm back now... " (combining 
behavioural strategies to decrease pain and achieve identified goals)
Joan: “ The pain, you d on ’t  necessarily die from  pain... and also that it w ill p a s s ” 
(cognitive strategy when experiencing pain)
Jenny: “Fve taught m yself when Fm in bed, is to close the pain off...I la id  in bed  one 
night andjust closed, I  started closing my body down from  the waist...just came 
naturally...It’s  closing o ff certain senses, I  don ’t know how... ” (adapted behavioural 
strategy to help obtain sleep)
Heather: “I  did  buy a little pillow  that you can pu t between your knees and you know 
clips together. I  found that helpful although it doesn Y always stay in the place that I  
wanted it, but I  still use it. ” (implementing practical aids to decrease pain)
It was also found that if a strategy was found to be ineffective at the outset, or if the 
cost outweighed the benefits, it was unlikely to be reinitiated at a later stage. The 
majority of participants described exercise as a strategy that they found difficult to 
implement from the outset. Some noted that it may be useful to reinitiate, but noted
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difficulty setting aside allocated time to do them, or that the exercise exacerbated the 
pain.
Miriam: ...because exercises that got you to stretch and bend, well Fm quite an 
active person, rushing around was exercise anyway, but to actually sort o f  do 
stretches and stuff and set aside time fo r  that Ifound a bit irksome... ’
Those who found exercise useful would try and adapt it to a daily routine rather than 
setting aside time for exercises.
1.2. a. Daily challenges to utilising strategies
Some found it challenging to utilise strategies in certain situations, such as being in 
the company of others, worried about how they would look.
Miriam: “But in public Ifin d  it a problem, doing my breathing or distracting, 
because I  get embarrassed. ”
Others reported challenges in applying strategies when they felt family stresses took 
priority or when others expected them to take priority over the participants’ pain 
management.
Karen: “But some days you ’re not able to [use strategies], things happen in life and  
you know... they have to be done, otherwise it ju s t doesn’t get done. ”
L2.b. Flare ups
Some found strategies that may be effective for a low and moderate level of pain may 
not be as effective for severe pain and therefore used different strategies according to 
the levels of pain experienced.
Vicky: “Well, I ’ve got a box o f  stuff upstairs ready fo r  when I  have a bad day, with 
bath oils, books, DVD, so le a n  ju st sit and watch something. That’s more i f  I  have a 
very bad day. ”
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However for most, they found they could manage the pain when it was mild to 
moderate, but the main challenge was when the pain was extremely high. Most found 
it difficult to put into practice any of the learned strategies, which often left them 
feeling temporarily out of control.
Karen: “ When i t ’s really really bad it can overwhelm you. And again when it gets 
like that, I  tend to go to bed. ”
Joan: “/  suppose in a  way when i t ’s  [pain] really bad you ’re not sort offunctioning, 
you know, you ’re not perhaps thinking clearly, you ju s t think oh, i t ’s  absolutely awful, 
make it go away. ”
Most participants resorted to taking more medication as a “last resort”, but also 
reported not feeling guilty about this as they previously did, because they had 
attempted alternative strategies before taking the medication. For some participants 
experiencing prolonged ‘flare ups’, they used it as a sign to get additional help if 
possible. It is debatable whether this can be interpreted as a positive sign of asking for 
help or if it is a temporary case of depending on health professionals because the pain 
was so intense that participants felt out of control.
Laura: “I  found a physio privately, so when the chips are down, [ g e t  somebody to do 
something i f  I  can.
However for all participants concerned, this lack of control did not appear to elicit the 
same feeling of desperation as described before the programme.
Miriam: “It was ju s t awful [before the programme], I  used to ju st wake up and cry, 
take a painkiller, then sleep fo r  an hour, then wake up, cry again , it was a nightmare.
1.3. Taking responsibility to manage the pain
Participants described initial feelings of shock that health professionals could not 
‘cure them’ and anger that they were not offered attendance at a pain management 
programme before. All but one of the participants described a gradual process of 
feeling of empowerment when they discovered during programme discussions that
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they had the ability and expertise to manage their own pain. Health professionals in 
power (for example, GPs and Psychologists) acknowledging participant’s own 
expertise in managing their pain further strengthened this. They described how since 
applying the strategies, they were able partake in more activities and reintegrate into 
family and social life, thus strengthening their sense of empowerment and knowledge 
in their own expertise.
Laura: "I thought, yeah it’s no good me expecting somebody to tell me what to do all 
the time. I’m the one that’s left with this and the best person is me.”
Jenny: “fo r  me to control the pain  rather than the pain control me. And I  think th a t’s 
what I  was looking for. An answer, really.”
In summary, this theme of ‘regaining control of pain’ appears to start from an 
educational knowledge base of understanding pain and the use of strategies and 
evolves into a more holistic approach. It encapsulates aspects of increased self- 
efficacy and responsibility, which empower participants in the process of becoming a 
self-therapist as they continually build on their knowledge base about pain and about 
themselves.
2. DISCOVERING A NEW ROLE
Accounts illustrated a second super-ordinate theme that described how participants 
were in the process of discovering and strengthening a new role for themselves with 
pain being incorporated within this role. This appeared to stem from a different aspect 
of the programme based on having a sense of belonging within a group and sharing 
their experiences, which they felt, were believed by the listeners. Participants 
appeared to carry this sense of belonging and group support with them regardless of 
whether they were still in contact with the group members or had phone support from 
the team. This super-ordinate theme consisted of four sub-themes, which reflected 
what helped them to build a new role for themselves. Challenges affecting particular 
sub-themes are also discussed.
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2.1. Reduced position of loneliness and isolation
Everyone felt that they had gained a new sense of belonging from being in the group. 
Discussion with other group members helped them to share and understand each 
other’s feelings of isolation and desperation, enabling them to feel accepted again. 
This was something that they carried with them and valued highly even after the 
programme ended. It seemed to allow them the permission to do things differently 
with others immediately around them (family, employment), knowing that there are 
others like them (other group members). Some reported a feeling of safety in the 
knowledge that they could contact the pain management programme team, should any 
situation arise that they needed advice with, although only 2 actually contacted the 
team. Several participants also noted that knowing that the team facilitators also 
experienced pain (in one Site) made them feel that the team understood them better. 
Some also continued contact with other group members to provide each other with 
informal social support.
Most of the participants highlighted the value of being understood and believed, so 
that they no longer felt alone and isolated. Especially in cases where they did not feel 
understood by other family and friends.
Joan: “that they [team and group members] believed that you were you know, 
suffering with pa in ...”
Mary: “you think you ’re the only one that’s  gone through all the pain  to be quite 
honest. Until you go to these programmes you don ’t  realise that there are other 
people suffering.”
For some, comparing themselves to others both within and out of the group helped to 
put their pain into perspective.
Joan: "... but what helped me in a way was, and it sounds awful, that some people  
seemed to be a lot worse than me [in pain level]. ”
196
Major Research Project
Jenny: .although Fve got pain, fo r  somebody so young to have something so
serious [family member diagnosed with cancer], m ine’s nothing. And I  think i t ’s  made 
me come to terms with it. ”
Mary used to make a downward social comparison before the programme, resulting 
in her feeling unworthy, but this was challenged after the programme and re-framed 
positively. Allowing her to ask for help from family and work colleagues when 
necessary. Like Mary others also described dealing with situations more positively.
“Fes, there are people worse o ff and there are people who physically can ’t walk that 
are in wheelchairs. But you know, I  ju s t think you need to be more positive...it's  ok to 
askfor help. N obody’s going to think any less o f  you... ”
The increased ability to carry out daily tasks, enjoy social activities by implementing 
strategies from the programme and communicate their pain when necessary also 
helped to reconnect them with other family members, friends and colleagues. 
Moreover, by having a positive experience of communicating their pain to others in 
the group it enabled them to extend this to their own family members, where they now 
know their family will support them.
Miriam: “It is very important, when you 're that depressed and you 're in a lot ofpain, 
you don't know who to go to... But I  do now. I f  I  have a  really bad day and one o f  the 
[children] turn up or le a n  actually phone up my daughter and say I've had a really  
bad day, she '11 pop  round. ”
For Jenny, her faith helped her to make some meaning out of her pain and also to 
help her feel connected to other people and therefore helped to re-frame the pain as 
something that she has learned from.
Jenny: “It ju s t dawned on me and I  thought you know, because I fee l fo r  other 
people and l a m a  Christian and my faith is very much a pa rt o f  it, i t ’s ju s t that I ’m a 
great believer in things happening fo r  a reason and I  think to m yself well, i t ’s  only 
pain. ”
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2.2. Acknowledging validity of pain
Most participants found enormous relief in being able to acknowledge their pain to 
themselves, despite it’s invisibility to others and give themselves permission to 
acknowledge their pain rather than deny it as they did before the programme. They 
also noted an appreciation that everyone’s pain is different, but the experience of 
suffering from pain and the subsequent isolation and difficulties they faced actually 
gave them a sense of unity.
Vicky: "... but you can ’t fee l each other’s  pain, i t ’s  what you feel. I f  i t ’s  bad enough 
to debilitate you then th a t’s what it is and you have to understand that, not try to hide 
from  it. ”
For some it was useful to communicate their pain or disability by using practical aids 
such as wrist support or a walking stick, which they felt made others more 
considerate. But for Heather and Joan there was a paradox in wanting others to know 
about their pain so that they would not be required to do tasks that might compound 
the pain, but also not wanting to disclose it if possible.
Heather: “Well I  try not to say I  can Y get up or will you help me type o f  thing or 
anything like that. ”
Joan: “ I  said it's your turn now [for another person to hoover] ...so I  fe lt  happy by 
not saying i t ’s because my back was hurting or anything. ”
2.2.a, Accepting pain as part of life
Not only did participants have to acknowledge the validity of their pain, but they also 
had to accept and integrate pain as part of their life. All accepted pain as part of their 
“new life” and highlighted it as an important part of moving on and allowing for 
renegotiations of their old roles, but there seemed to be two ways of thinking 
regarding the implications for what it would mean for the future. The majority of 
participants accepted it as a way of life, that they could still enjoy life whilst 
incorporating pain in that new life.
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Karen: “ermmm, accepting the way you are and making the best o f  it rather than 
trying to get back to how it used to be... ”
Laura: “You ’re still a good mum, a good wife, a goodfriend, i t ’s ju s t that you can ’t 
actually do some o f  the things that you d id  before. You can maybe do other things... 
you might have a slightly different role and an important role to play. ”
Vicky accepted it for the present, but was resolute in searching for a future without 
pain. Although she knew what the problem was (misaligned rib), she did not have a 
medical condition or an accident like most of the other participants as a cause, which 
may have given her hope for a different future.
Vicky: “...you have to accept that you lost a  p a r t o f  your life, much as having your 
legs chopped o ff ..And I  think it [programme] was useful in helping me to simply 
begin again, a new life with pain. I  still don ’t  like it... I ’ll never accept that this is ju s t 
as it w ill always be, ermm, but you have to accept that this is how it is a t the moment. 
And i t ’s no good thinking that i f  I ’m better than I ’ll do this or that, because you ’re  not 
better. ”
2.3. Changing expectations
During the process of renegotiating their identity, participants inevitably had to 
renegotiate their expectations of themselves, their present and their future.
2.3.a. Reducing expectations o f  s e lf
Participants described their main achievement being reducing their own expectations 
of themselves. Many highlighted giving themselves permission to look after 
themselves, rather than putting themselves last. They were also able to acknowledge 
negative feelings and normalise them as opposed to attributing it to being a ‘failure’.
Miriam: “The thing I  learnt the most was not to fee l guilty, i f  you can ’t do something. 
I  used to set my goals high. ”
Laura: “I  think I ’m not going to beat m yself up about it. I f  I ’m bad tempered then I  
am, so what? I  think you ’re never the same. I  think I ’m more selfish that I  used to
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because I  used to try and be all things to everybody. And I  can ’t do that and I ’m not 
going to try, I ’m still there fo r  my kids i f  they need anything, but I  don 7 run round like 
a headless chicken like I  used to, well l e a n ’t..At does alter your mood, it does make 
you bad tempered, with the best will in the w orld you can 7 alter that I  think ”
2.3.b. Gender roles
Being the only male participant, and the only male group member Arthur perceived 
himself as having to overcome more gender role expectations when trying to carry out 
particular strategies, such as pacing when doing the grocery shopping.
“I  feel that sometimes because you ’re a guy you think things are maybe not as 
acceptable, but I  look a t things different now. ”
It was of note that none of the female participants reported gender roles as a specific 
challenge in utilising the strategies discussed in the programme. Many spoke about 
the importance of their roles and what other’s expected of them as a daughter, wife 
and a mother and how the pain made it difficult to fulfil these roles before the 
programme and how these roles were now renegotiated and adapted. Most 
participants also talked about having a greater understanding of themselves since the 
programme, as it gave them the space to reflect on their lives. It seemed that for many, 
it was a continually evolving process of controlling the pain, as they continue to learn 
more about themselves and the pain after the programme.
2.3.C. Life Stage/Review
Some placed the difficulties of pain management within the context of older age.
They appeared to normalise difficulties in pain management and accept difficulty in 
exerting control over their body as being part of the life stage that they were at.
Kate: “And also I  think that as fa r  as I  am concerned, probably I  am o f  an age when 
I ’m the menopausal type and there is a lot o f  things there that I  would ride, and I ’m 
thinking like I ’ve perhaps got to be aware that some aspects override my ability to 
control. ”
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Heather: "... but I  think these are all bits and pieces [pain from  different causes] that 
I  think you know, you have to pu t up w ith  ”
Others perceived the pain as a sudden and unexpected loss that prevented them from 
carrying on with the life that they once lived. Hence feeling that they had abruptly lost 
the roles that they had expected for their age and therefore eliciting feelings of 
nostalgia.
Laura: “I  mean this happened to me when I  was 45 years old, which is not that o ld  to 
suddenly not be able to do things. ”
Miriam: “...but I ’ve worked all my life and I ’ve raisedfour children mainly on my 
own and I  worked full-time... ”
2.3.d. Fear o f  the fu tu re
Several participants spontaneously highlighted their fear of the future regarding 
possible consequences of the pain. The fear mostly related to financial and physical 
problems in the future as well as fearing the unknown. It could be argued that this is a 
normal fear, but it might be brought to the foreground for participants.
Vicky: “...th a t’s  my fear, I ’ve got no idea w hat’s  going to happen... ”
Laura: “I  do worry how I ’m going to be a t retiring age, is it going to get w orse?...I 
used to think I ’d  be able to work till 65, now I  don ’t  think I ’d  be able to. So I  worry 
about the financial side, but I  think th a t’s natural. I  don ’t  know how you ’d  avoid that 
really. ”
2.4. Asserting own rights and needs
For some, requesting help initially represented a threat to their long standing sense of 
independence and autonomy. This was made difficult by the schemas and narratives 
about expressing feelings and emotions and unfamiliarity with disclosing their pain to 
others.
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2,4m. Life narratives
Participants felt that they had always led their lives according to scripted narratives 
dependent on previous family stories. They should be the one to Took after everyone 
else’ or they should ‘never show pain’. They reflected on how they were able to 
challenge these scripts whilst strengthening a new sense of identity.
Mary: “I  take my dad as a  typical example [experienced a lot o f  pain and  
difficulties]. But he would never say to people, oh I ’m in so much pain  today, he was 
never grumpy, he was always the life and soul even up to the day he d ied ...I think 
because he could cope with it, I  thought I  could cope with it. You think well no, i t ’s 
okay to say you can’t cope with that, you know, you do need help and understanding”
Jenny: “that was the hardest thing, accepting on the course that I  don ’t tell friends 
because they’re all going through their crisis in their lives and the last thing they 
want to hear is me whinging about my pain, so I  kept it bottled up...but now they get 
it I ”
Mary: “I  w asn’t afraid to say well, there’s  no way I  can climb up that ladder today, 
my back’s aching...you ju s t learn to think well you know, i t ’s  okay to say no, i t ’s  ok to 
say that you can’t  manage that today, yeah, I  do need help. ”
When questioned about how they were able to challenge these narratives, most 
reported that it came from discussions through the group, but they were unable to 
identify the process by which it happened. However, Angela identified a process 
where by she realised that she was putting other’s well-being over her own and felt 
annoyed that other people were actually not considering her own well-being. This 
therefore helped her become more assertive.
Angela: “Only I ’m going to suffer at the end o f  it i f  I  say yes [to doing things fo r  
others]. They ’11 be fine because they ’11 get what they want and I ’ll be sitting here 
suffering afterwards and I  don ’t see why I  should suffer and they don ’t ”.
She went on to describe how she has now changed her life, to give equal priority for 
her own needs.
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Angela: “I t ’s me time, th a t’s  what it was in the programme... because I  didn 7 ever 
do me time. ”
Participants recalled how the sense of belonging and feeling understood within the 
group, helped them to be ‘brave’ and explore asserting their needs and asking for 
help. Positive feedback or lack of evidence for their negative automatic thoughts from 
those they were asking for help then encouraged them to continue the process of 
asserting their rights and needs, rather than putting themselves last.
Angela: “Some days I  get **** (daughter) to help pu t it [shopping] all away.
Mary: “I  actually gave him [employer] a copy o f  all my stuff to read... I  fee l i t ’s 
changed him in his attitude and the s ta ff in their attitude. ”
However, Vicky and Laura felt that the ability to be assertive was challenging in the 
company of some people who were reported as being less understanding.
Vicky: “Ifound it difficult and still fin d  it difficult to stand my ground when people  
are saying can you do this and I  want th is...I’ve ju s t accepted that i t ’s  best to reduce 
contact because o f  their expectations o f  what they want me to do, look after them, 
make cups o f  tea, run after them... ”
Laura: “That’s a huge issue when you work, you go t to ask your boss fo r  time o ff and  
tha t’s very difficult, they’re not always good about that. So a t what ever cost, however 
bad it is, I  tend to still go in and I ’ll sort o f  say to **** [another teacher] I ’m having 
a bad day, so we ’11 work round it that way. ”
In being forced to deal with these situations they were still able to achieve what they 
saw as a priority for their general well being. Vicky was able to have some time to 
herself away from people who may be demanding and Laura was able to continue 
with her work, which she saw as her priority.
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2.4.b. Family support
Those living with families and partners spontaneously highlighted the importance of 
family support in allowing them to utilise their preferred strategies. This was 
particularly the case for pacing and prioritising, which inevitably slowed the amount 
of work that was completed. Participants noted that it was useful that significant 
others attended one session because it helped family members appreciate the 
difficulties that they were facing.
Laura: “I  prioritise my jo b  because I  love it...so you know ifF m  having a bad day 
with the pain, when I  come home I  think, well Fve worked all day so le a n  bother not 
to do things here. I  mean my husband’s really really good. ”
Participants also highlighted how it opened up channels of communication for them to 
ask for help and let others know when they were suffering.
Vicky: “A t one stage we used to have a  colour coded thing on the fridge to indicate 
what kind o f  day I  would be having [communicate pain  level] so that he [husband] 
would know! ”
Whereas the two participants living on their own reported feeling less restricted at 
home as they did not have to consider the consequences for anyone else.
Joan: “I  find  when you ’re living on your own at home you can get up and wander 
around, whereas i f  you ’re out at fr ien d ’s and things you fee l more restricted. ”
It was also of note that the two participants who were living on their own were less 
likely to disclose their pain to others. It could be postulated that they might not have 
had the opportunity to disclose their pain and obtain the positive reinforcement from 
family members first, to then give them more confidence to then communicate their 
pain to others outside the family.
In summary, the theme of ‘discovering a new role’ appears to require reflection ion 
aspects of participant’s identity and to acknowledge the validity of the pain in having 
a part to play in their new identity. The seeds to this self discovery seemed to be
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initiated from having a sense of belonging within the group, a forum where they felt 
accepted again. It appears that by feeling that they were believed and accepted, it 
reduced their sense of isolation and desperation and allowed them to accept the 
validity of their pain. This in turn helped participants to change certain expectations 
and subsequently reassert their rights and needs. Again the accounts illustrated a 
dynamic process where issues were revisited and built upon, rather than being a static 
event.
PROPOSED LINKS BETWEEN THEMES
Accounts also illustrated some pertinent links within and between super-ordinate 
themes. The sub-theme of ‘reduced position of loneliness’ in particular appeared to 
have prominent links with other themes. Being part of a group appears to have helped 
to gain some objectivity about their position, help participants gain acceptance as a 
person and validate their pain, which provided a good foundation to strengthen other 
themes. It seemed to particularly influence the theme of ‘asserting their own rights’.
Vicky: “ Even the closest people to you don’t really understand, so they can’t be 
objective, they haven’t got the faintest idea and you have good days and bad days, so 
that makes it difficult...So I think it’s to do with the group discussions, with other 
people who’s got the same problem, perhaps have tried different things. If people are 
not prepared to try and understand what you’re going through [now] you have to stay 
away from them. They take a lot of energy, it’s stressful before they come, it’s very 
stressful after they’ve gone.”
The theme of ‘reduced position of loneliness’ also appeared to have a strong link with 
the sub-theme of ‘changing expectations’ in a positive way. This seemed to be a two 
way process whereby participants obtained satisfaction and self worth by listening to 
and helping group members, as well as being listened to themselves, sometimes for 
the first time without the fear of not being believed.
Miriam: “It made me much more positive that I  was going to get through this, that I  
was going to get over this and ju s t being able to tell somebody else that was actually 
suffering, ermm helped a lot. You know, you fe lt supported and actually understood 
and whilst we all have partners they’re not always so understanding. ”
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DISCUSSION
Overview
There has been limited in depth study of the process of becoming a self-therapist after 
a pain management programme using qualitative methodology. Research is 
particularly scant on aspects of what helped and hindered the process of becoming a 
self-therapist. There has been extensive quantitative research into specific cognitive 
changes reported after a pain management programme, but little in the way of 
understanding participants’ own reflections and understanding of what they felt was 
important in helping them cope with pain and become self-therapists. The current 
study therefore aimed to take a systematic and interpretative phenomenological 
approach to understand the process of becoming a self-therapist as close as possible 
from the participant’s perspective. The study analysed data from semi-structured 
interviews of 11 participants who completed a pain management programme within 
the last 12 months.
Reflections on the Research Process
To address issues of relevance, meaningfulness and credibility of findings, attempts 
were made to describe participant’s circumstances, ground interpretations in examples 
as well as utilise peer and supervisor discussions of transcripts to promote reflexivity. 
However, the sections below highlight some issues and limitations to be borne in 
mind when considering the findings.
Participant Recruitment
32 invitation letters were sent to potentially eligible participants, of which 14 
originally replied to be contacted by the researcher. Thus indicating a real interest 
from those who have attended the programme to discuss their experiences. It became 
apparent during the interview process that all the interviewed participants felt that 
they had gained something useful from the programme, although the extent to which 
it was useful understandably varied, and all wanted to help others who may have gone 
through a similar situation. Hence indicating a positively biased sample. Given the 
eligibility criteria that participants must have completed most of the programme, it is 
noted that this may bias the sample in excluding those who found the programme less
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useful or may for one reason or another been less motivated to attend all the sessions. 
However, given the use of qualitative methodology it was important to ensure that 
participants understood the cognitive behaviourally based principles. Thereby 
attempting to make the group as homogenous as possible, so that the findings could be 
made applicable to the group from which it was drawn -  the 11 participants, whilst 
also acknowledging the rich diversity within this group.
Interview Process
As the interviews progressed, it became clear that it was difficult to elicit from 
participants’ the actual process of becoming a self-therapist. This was despite several 
attempts by the researcher to adapt the line of questioning and by discussing it with 
the research supervisor. It was possible that it was difficult to identify the process of 
change and/ or that they are not aware of the process of change. It is possible that 
even if they are of the process they are having difficulty in articulating it in a 
meaningful way. There is also debate within qualitative methodology about how 
successfully people can successfully communicate their experiences with words 
(Willig, 2001). Further research may therefore be useful in extrapolating the most 
efficient method of eliciting information regarding the process of change for 
qualitative methodology or whether it would be more effective to combine both 
quantitative and qualitative methods together.
The researcher also learned to be responsive to varied levels of communication and 
emotion presented by the participants, particularly in relation to gaining a balance 
between asking open-ended questions and funnelling questions to get more detailed 
accounts. There was also a sense that for most participants, that the researcher’s 
independence from the respective pain management programmes provided anonymity 
for participants to speak more freely and frankly. However, the lack of a previous and 
on-going relationship with the researcher also made it important to consider a 
sensitive way to build rapport with the participants.
Clinical skills were particularly useful in establishing rapport, conveying empathy and 
exploring underlying meanings. There was occasionally a tension between 
accomplishing the research agenda and taking a more clinical role, for example 
identifying opportunities for cognitive restructuring or problem solving. However,
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being aware of this helped the researcher focus on the research agenda and when 
necessary discuss with the participant whether they required additional input from 
their respective pain management team. None of the participants reported that the 
interview raised any issues that they required additional support from their respective 
pain management teams.
Analytic Method
Although IPA provides a systematic method to analyse experiences and meanings, its 
limitations must be acknowledged. It does rely on language to capture participants’ 
experiences. As noted above, this poses the question as to how successfully and/or 
willingly people can articulate their experiences, especially given that the analysis 
found that participants were more able or willing to give rich descriptions of their 
current management rather than articulating the process by which they reached their 
current stage. Most participants gave a rich description of their current practical, 
cognitive and behavioural strategies, which was amenable to IPA. Few participants 
like Vicky, Laura and Angela were able to articulate some experiences regarding the 
processes, which helped them to reach their current stage of being a self-therapist 
A further limitation is that it gives the description of lived experience but it does not 
attempt to explain it, for example why participants have chosen particular strategies 
over others or why they think they way they do. Questions therefore look at ‘how’ and 
‘what’ not ‘why’.
It should also be noted that while the two super-ordinate themes went in some way 
towards answering the research questions, the sub-themes were generated from an 
interpretation of participants’ accounts. Therefore, considered novel and hoped to 
further our understanding of the process of becoming a self-therapist after a pain 
management programme. The analysis did present with significant challenges in 
attempting to cluster the sub-themes, as they seemed to be inter-linked and 
multifunctional. This may reflect the difficulty in categorising the rich, unique and 
diverse human experience.
It is also acknowledged that IPA is one of a range of potentially useful methods of 
qualitative analysis, hence use of an alternative form of analysis may provide equally 
rich interpretations. It is also noted that analysis at the outset was framed in a more
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cognitive-behavioural model which was assumed to best reflect the process of 
becoming a self-therapist after completing a cognitive-behaviourally based pain 
management programme. However, as analysis progressed it became more and more 
apparent that participants’ experience could not be interpreted in a meaningful way 
solely based on cognitive-behavioural models. Analysis therefore also encapsulated a 
more narrative framework to reflect the rich diversity and meaning that participants’ 
were trying to make of their life of living with pain.
MAKING SENSE OF THEMES IN LIGHT OF EXISTING LITERATURE
The accounts supported several findings from previous quantitative and qualitative 
research. However due to space limitations, only those highlighted as being 
significant to participants and recurring across the participants will be discussed here.
Accounts illustrated rich descriptions of participants’ experiences of living with pain. 
It reflected positive changes in issues highlighted by Osborn & Smith (1998) and 
Snowden, et al. (2004) about trying to understand what was happening, comparing 
themselves with their other selves and others around them. Findings also reflected 
how the PMPs gave a sense of being believed and accepted, thereby reducing the 
social isolation.
Acceptance of chronic pain
McCracken & Eccleston (2003) cautioned against the narrow focus of research on 
‘coping’ as meaning the reduction of some strategies and the reduction of others. All 
the participants in the study highlighted having to accept pain in their life, thereby 
corroborating recent quantitative research in highlighting the value of acceptance in 
chronic pain (McCracken, 1998; Rankin & Holttum, 2003). McCracken, et al. (2004) 
highlighted that ‘acceptance’ is not the global resignation to all experiences of 
suffering or judging pain as a positive experience, but being able to face some 
suffering so that an ultimately healthy course of action can be followed. They 
described acceptance as being aware of the reality of the situation, so that thoughts 
and feelings are recognised more as transient experiences rather than completely 
reflecting reality. This allows people to make useful and pragmatic choices rather than 
being led by thoughts and feelings connected to the pain. McCracken (1998) reported 
that greater acceptance of pain was correlated with reports of lower pain intensity.
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decreased pain related anxiety and avoidance, as well as decreased depression, 
physical and psychosocial disability and better work status. Furthermore, a low 
correlation between acceptance and pain intensity suggested that acceptance is not 
solely a function of having low pain level. Further regression analyses indicated that 
acceptance of pain predicted better adjustment on measures of patient function (Beck 
Depression Inventory, Pain Anxiety Symptoms Scale, Sickness Impacts profile and 
work status), independent of perceived pain intensity.
An unpublished doctoral thesis (Geiser, 1992, as cited in McCracken, 1998) suggested 
that acceptance may be obtained in several ways. It compared treatment that stressed 
giving up the struggle with pain and focusing on other goals, with more standard 
cognitive-behavioural intervention which stressed the acquisition of more effective 
skills to manage the pain and found that both were equally effective with significant 
increases in the acceptance of pain. A three-month follow-up showed less interference 
with daily activity and greater total activity in both groups. Geiser (1992) (as cited in 
McCracken, 1998) hypothesised that both interventions may have decreased 
avoidance and increased exposure to natural pain situations, thereby allowing patients 
to decrease their distress and increase daily activity.
Rothbaum, Weisz and Snyder (1982) (as cited in McCracken, 1998) also noted the 
importance of patients needing complete explanations for their pain to allow them to 
move ahead towards understanding and acceptance. Williams & Keef (1991) also 
noted the importance of understanding pain in implementing coping strategies. In the 
current study, participants who had received a diagnosis spontaneously highlighted its 
significance in helping them understand what was happening to them. Thereby 
possibly initiating the process of acceptance, which could have been consolidated by 
attending the pain management programme. The difficulties of achieving acceptance 
of chronic pain was also noted by McCracken (1998), particularly in a culture where 
most people learn that the presence of a symptom indicates the need for a physician 
who will be able to produce relief. It was noted as an ill-matched formula as the 
reality of chronic pain was that it would lead to seeking a ‘cure’ for as long as the pain 
continued. The concept of acceptance in the current study was highlighted as an 
important one and one that requires more research, but it is also noted that eliciting 
the complex processes for this concept is also difficult.
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Social support to reduce the position of isolation
Recent qualitative research (Collins et al., 1998; Steen & Huagli, 2001) has 
highlighted the effectiveness and usefulness of pain management programmes as 
described by participants. Findings suggested improved mood and personal 
relationships, better coping strategies to manage pain and reduced medication usage, 
increased self-awareness, a change in focus and reduced pain. Although findings 
noted the usefulness of social support from the programmes they did not explore its 
subsequent impact in helping clients discover a new role for themselves. Qualitative 
studies of other support groups (Subramanium, Stewart & Smith, 1999) as opposed to 
a pain management group have also highlighted the benefits of education, exposure to 
new coping strategies, improved health related behaviours, enhanced functional and 
social activities, improved self-esteem and more positive appraisal of difficulties. 
However, they did not explore the process of change from the impact of receiving 
social support. Charmaz (1983) reported findings of in-depth interviews indicating 
that chronically ill persons suffer loss of former self-images and identities without the 
simultaneous development of equally valued ones. The current study provided 
evidence that the rebuilding of identities was possible with the foundation provided by 
belonging to a group and feeling accepted. Given the importance of support and 
acceptance within a group, further research would be useful to understand the relevant 
processes contributing to the building or adaptation of new identities/ roles after 
attending a group. The slightly separate issue of social support from family was 
reported to be equally important in enhancing psychological well-being, buffering the 
effects of pain on mood as indicated by previous research (Feldman, Downey & 
Schaffer-Neitz, 1999; Schulz & Decker, 1985; Tota-Faucette et al., 1993) and also 
illustrated in the current study.
Perceptions of control
There is a wealth of information on perceptions of control and the subsequent impact 
on well being. It is not within the scope of this thesis to discuss this large and 
complicated construct. However, certain findings related to pain management from 
previous research should be mentioned to contextualise the present findings.
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A critical review by Jensen, Turner, Romano & Karoly (1991) reported a general 
consensus regarding a positive relationship between personal control over pain (pain 
specific cognitive appraisals) and coping/ adjustment Studies reported an increased 
sense of control of pain was associated with reported decreased pain interference with 
daily functioning (Strong, Ashton, Cramond & Chant, 1990, as cited in Jensen et at, 
1991). Crisson and Keefe (1988) observed increased psychological distress, 
helplessness and diverting attention when pain severity was believed to be due to 
chance (as cited in Jensen et a t, 1991). Furthermore, a belief in health care provider to 
control symptoms was also associated with increased depression (Affleck, Tennen, 
Pfeiffer & Fifield, 1987, as cited in Jensen et a t, 1991). Accounts from the present 
study suggested increased understanding of pain (therefore not attributed to chance), 
increased self efficacy/ belief in their own expertise in controlling pain (rather than 
relying on health professionals) and experiencing decreased pain subsequent to 
behavioural and coping strategies as evidence of their effectiveness as self-therapists.
The current accounts also supported previous findings of increased ability to reduce 
own discomfort, more positive appraisal through coping self statements and 
reinterpreting pain sensations, which predicted greater perceptions of control over 
pain (Haythomthwaite et al., 1998; Newton & Barbaree, 1987). The current study also 
supported previous findings that cognitive coping strategies such as diverting 
attention and coping self-statements were important (Jensen et al., 1994), but it did 
not support the finding that it was more important than behavioural strategies such as 
pacing and regulating medication use. Given the difficulty in separating and 
categorising the sub-themes, it also lent support to Bums et al., (1998) study that 
changes in cognitive and physical domains were interrelated.
Current findings also suggested that some pain coping strategies, such as exercises, 
are not as well used, with evidence of it being aborted earlier on in the self 
management process rather than persevering with it. The reported lower use of 
exercises was also reported by Jensen et al., (1994). The findings contradicted other 
research (Turner, 1982; Turner & Clancy, 1988) which speculated that some 
behavioural strategies such as exercises may be more beneficial after 3 to 6 months. 
Participants in the current study appeared to abort strategies early on if they do not at 
least produce minimal beneficial effects.
212
Major Research Project
Pain severity
Haythomthwaite et al., (1998) reported that the use of specific cognitive pain coping 
strategies may increase perceptions of control over pain regardless of pain severity. 
However this was not supported by the current study. On the contrary, the present 
accounts suggested a significant challenge in utilising any learned skills (cognitive or 
behavioural) when the pain intensity was perceived as high. This lends support to 
Jensen & Karoly (1991) findings of beliefs that you can control pain (control 
appraisals) were related to activity levels for relatively lower levels of reported pain, 
but not for those who complained of severe pain. However it should be noted that 
Jensen and Karoly based it on separate groups of people of high and low reported pain 
severity whereas the current findings relate to participants within the same group. In 
the current study the same person therefore reported it to be more challenging to apply 
strategies when the pain severity was high compared to when it was perceived as 
being low or moderate.
Regarding the issue of readiness to self-manage as reported by Jensen et al., (2003 
and 2004), the accounts did not seem to reflect a return to pre-programme levels of 
coping responses. There was more a sense of having moved on and learning about 
pain and themselves such that some felt that they had developed a new or adapted 
identity, which incorporated the strategies. For example, Vicky noting that 
‘everybody knows that I need to stop after about an hour of walking, it’s so automatic, 
they just assume we’re going to stop.’ However, it was noted that for many there was 
a temporary feeling of loss of control and a degree of helplessness as before the 
programme when there were ‘flare ups’, but again this did not elicit the same 
desperation experienced before the programme.
Compared to previous qualitative research
The present study also supported previous findings from qualitative research (Steen & 
Haugli, 2001; Quigney & Callaghan, 2005), particularly highlighting the importance 
of increased understanding of the self and pain, and how and when to use different 
strategies, thereby allowing greater control. The current study also emphasised the 
importance of group belonging and acceptance and the impact it had on subsequent 
self-therapy.
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Research Implications
By using a qualitative methodology in exploring participants’ reflections of being a 
self-therapist, the current study was not restricted to look at just one aspect of 
becoming a self-therapist. It was hoped that the exploratory study provided a 
preliminary systematic analysis of participants’ reflections and would therefore help 
in identifying further specific areas of research of becoming a self-therapist after 
attending a pain management programme, guided by the participants’ perspective.
Further research is needed to consider the best way to elicit process of change as 
participants may be finding it difficult to identify the process of change and/or to 
articulate it. This may be dealt with by using a combination of qualitative and 
quantitative methodology (questionnaire measures and diaries), hence incorporating 
the rich and varied detail of the former whilst also utilising the science based rigour of 
the latter method.
The importance of the concept of acceptance of pain was highlighted in participant 
accounts and needs further research. Given the overarching influence o f ‘acceptance’ 
it would be useful to understand what helped and hindered the process of acceptance. 
A second prominent theme, which also needs further research, is the idea of reduced 
position of loneliness and isolation provided by the group. It appeared to provide a 
foundation and sense of security so that they felt accepted, which seemed to allow 
participants to adapt or form new identities. Again more research into how this is 
facilitated may be beneficial.
Participants also reported aborting the use of some strategies early on in the self­
therapy process after the programme. More research into what helps to decide this 
would be beneficial to decipher the acceptance and rejection of particular strategies.
Clinical Implications to be considered
(1) It may be useful for clinicians to reflect on whether diagnosis and secondary 
problems may need to be considered explicitly within pain management 
programmes. Particularly in relation to whether having diagnoses helps the 
process of becoming a self-therapist and if having multiple diagnoses has an 
impact on understanding the already complicated concept of pain.
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(2) The severity of pain on the ability to utilise learned strategies need to be 
considered. Participants reported significant difficulty in utilising strategies when 
in intense pain, resulting in temporary loss of control and strategies of being a 
self-therapist. Although this was reported to have been considered in the 
programme, it does not seem to have resonated with the participants.
(3) The study is essentially based on a Glasman & Finlay (2003) study of the process 
of change after individual therapy, in which participants were more able to 
articulate the process of change. It may be possible that participants in this study 
were finding it difficult to articulate processes of change because it is in a group 
setting where it may have to sacrifice the explanation and self discovery process 
for the didactic teaching to cover the depth of information necessary. Although 
this is speculation, further research is needed to understand whether clinicians 
need to renegotiate the balance to allow the group to form their identity and 
provide the necessary educational materials, but also facilitate the self-therapeutic 
process.
Concluding Comments
This study aimed to better understand the process of becoming a self-therapist after 
attending a cognitive-behaviourally based pain management programme and to 
understand what helped and hindered this process. Participants highlighted several 
important issues regarding the process. However, given the difficulty in tracking the 
actual processes involved, further research with creative methodology is needed to 
clarify the process. Participants reported several areas that helped the process of 
becoming a self-therapist, such as having a supportive family, employer, and most 
importantly, a sense of group belonging with the other PMP group members. 
Particular challenges to becoming a self-therapist included family priorities and 
family members not allowing time for utilising strategies, social situations, 
unsympathetic family and work and in particular, pain flare ups. Moreover, the study 
was one of the first to explore participants’ experiences of being a self-therapist after 
a programme in a systematic and in-depth way, thereby corroborating previous 
clinician’s experiences with in the research field. A number of clinical implications 
were also raised to help understand and improve effectiveness of pain management.
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. Multi-Centre Research Ethics 
Committee
Tel: r  
Email:
06 October 2004
Dear Ms Paul,
Full title of study: Coping with chronic pain after a pain management programme 
REC reference number: 04/MRE01/49 
Protocol number: version 3
Thank you for your letter of 13 September 2004, responding to the Committee’s request for 
further information on the above research.
The further information has been considered on behalf of the Committee by the Chairman. 
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation.
Conditions of approval
The favourable opinion is given provided that you comply with the conditions set out in the 
attached document. You are advised to study the conditions carefully.
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Document Type: Application 
Version:
Dated: 24/09/2004 
Date Received: 24/09/2004
Document Type: Investigator CV 
Version: Elizabeth Paul 
Dated: 01/07/2004 
Date Received: 12/07/2004
The Central Office fo r  Research Ethics Com m ittees is resnnnsihle fnr th e
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Version: version 3 
Dated: 28/06/2004 
Date Received: 12/07/2004
Document Type: Covering Letter 
Version:
Dated: 28/06/2004 
Date Received: 12/07/2004
Document Type: Summary/Synopsis 
Version: version 3 
Dated: 28/06/2004 
Date Received: 12/07/2004
Document Type: Letter from Sponsor 
Version:
Dated: 28/06/2004 
Date Received: 12/07/2004
Document Type: Compensation Arrangements 
Version:
Dated: 01/06/2004 
Date Received: 12/07/2004
Document Type: Compensation Arrangements
Version: version 3
Dated: 28/06/2004
Date Received: 12/07/2004
Document Type: Letters of Invitation to Participants
Version: 4
Dated: 24/09/2004
Date Received: 24/09/2004
Document Type: GP/Consultant Information Sheets
Version: version 3
Dated: 01/06/2004
Date Received: 12/07/2004
Document Type: Participant Information Sheet
Version: 4
Dated: 01/09/2004
Date Received: 24/09/2004
Document Type: Participant Consent Form
Version: version 1
Dated: 01/07/2004
Date Received: 12/07/2004
Document Type: Response to Request for Further Infc 
Version:
Dated: 13/09/2004 
Date Received: 24/09/2004
Document Type: back ground details 
Version: 3 
Dated: 28/06/2004
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Date Received: 06/10/2004
Document Type: letter frpm COPE 
Version:
Dated: 09/09/2004 
Date Received: 24/09/2004
Management approval
You should arrange for all relevant host organisations to be notified that the research will be 
taking place, and provide a copy of the REC application, the protocol and this letter.
All researchers and research collaborators who will be participating in the research must 
obtain management approval from the relevant host organisation before commencing any 
research procedures. Where a substantive contract is not held with the host organisation, it 
may be necessary for an honorary contract to be issued before approval for the research can 
be given.
Notification of other bodies
We shall notify the research sponsor, N/A Host Organisation not specified in database, 
and the Medicines and Health-Care Products Regulatory Agency that the study has a 
favourable ethical opinion.
Statement of compliance (from 1 May 2004)
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
REC reference number: 04/MRE01/49 Please quote this number on all correspondence
Yours sincerely.
r ' " - "Chairman, ? . MREC
Enclosures Standard approval conditions [SL-AC1 or SL-AC2]
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- Multi-Centre Research Ethics Committee
18 August 2004
Dear Ms Paul
Full title of study: Coping with chronic pain after a pain management programme 
REC reference number: 04/MRE01/49 
Protocol number: version 3
The Research Ethics Committee reviewed the above application at the meeting held on 
11 August 2004.
We have written to you separately with the outcome of the review. This letter relates 
specifically to your declaration that this is a study with no local investigators.
The Committee agreed that this is a “no local investigator” study and site-specific 
assessment is not required for sites involved in the research. No information about the 
study needs to be submitted to Local Research Ethics Committees. However, you 
should arrange for all relevant host organisations to be notified that the research will be 
taking place before the research commences.
All researchers and research collaborators who will be participating in the research must 
obtain management approval from the relevant host organisation before commencing 
any research procedures. Where a substantive contract is not held with the host 
organisation, it may be necessary for an honorary contract to be issued before approval 
for the research can be given.
| REC reference number: 04/MRE01/49 Please quote this number on all correspondence ~~j
Yours sincerely,
f  '  '  '
^Administrator, - MREC
The Central Office for Research Ethics Committees is responsible for the 
operational management o f Multi-centre Research Ethics Committees
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Consultant Clinical Psychologist 
t 7 
' , Hospital
Our Ref: CC/2004/001 
REC Ref: 04/MRE01/49
26 November 2004 
Dear Dr i
Re: Coping with pain after completing a Pain Management Programme
In accordance with Research Governance requirements, the R&D Directorate on 
behalf of the Trust has now approved your research study.
Trust approval is given subject to the following terms and conditions being agreed 
and satisfied, as appropriate:
1. The start of the study is within 12 months of the date of this letter. If the study 
does not commence within the period stated, a re-application to the R&D 
Directorate will be required.
2. The study is conducted in accordance with Research Governance Framework 
requirements (a copy of the Research Governance Framework is available on 
the Department of Health website www.doh.Qov.uk).
3. The study is conducted in accordance with Good Clinical Practice in the conduct 
of clinical trials on medicinal products for human use (EU Directive 2001/20/EC), 
and all relevant legislation, regulations and guidelines.
4. That you and the members of the research team listed in the documentation 
submitted for approval of this study have attend the Trust's GCP Training or 
alternatively have attended a GCP training course approved by the R&D 
Directorate.
5. The EudraCT number for the study, if applicable.
6. A copy of the Clinical Trial Authorisation (CTA) for the study, if applicable.
7. A requirement of the Research Governance Framework is that Trusts have a 
duty to monitor research studies. If this study is selected for monitoring, it is your 
responsibility, as Principal Investigator, to ensure that the research team fully 
comply and co-operate with the monitor's requirements.
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8. A quarterly report must be provided to the R&D Office, First Floor, *> 
I - ’"-Hospital and should be signed off by the Investigator.
9, A Final report at the end of the study must be provided to the F.j
Floor, Block B ,f  1 -v . Hospital and should be signed off by the Investigator.
10 r and ' University Hospitals NHS Trust should be recognised in 
any publications resulting from the research study.
research study.
Yours sincerely
Dr I .....
Director of Research & Development
cc Miss E Paul
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Dear Elizabeth
04/M REC 01/49 Coping with Chronic Pain after a Cognitive Behavioural ly Based Pain Management
Programme
Thank you for receipt of your completed Trust Research Approval Form for the above named study.
I can confirm that the Trust's Research & Development Management Office have approved the study.
To ensure that the conduct of this study is compliant with the Research Governance Framework and 
Good Clinical Practice Guidelines, a periodic review will be undertaken by the R&D Co-ordinator, who will 
contact you within three months of the study start date. To help you prepare for a  quality assurance visit 
a set of guidance notes have been enclosed with this letter. Should you require any further assistance 
please contact ' ‘ ! - on the number listed above.
It would be appreciated if you could inform me when the study is complete and provide a brief report on 
the outcome of the project or details of any publications.
Yours sincerely
Research & Development Manager
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UniS
Ethics Committee
01 December 2004
Ms Elizabeth Paul 
Trainee Clinical Psychologist 
Department of Psychology 
School of Human Sciences
Dear Ms Paul
Coping with chronic pain after a Pain Management Programme (EC/2004/114/Psvchl - 
FASTTRACK
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 01 December 2004
The list of documents reviewed and approved by the Committee under its Fast Track 
procedure is as follows:-
Document Type: Application 
Version: 1 
Dated: 12/11/04 
Received: 19/11/04
Document Type: Insurance Proforma 
Version: 1
Received: 19/11/04
Document Type: Risk Assessment 
Version: 1
Received: 19/11/04
Document Type: Approval Letter from the South East MORE Committee 
Version: 1 
Dated: 06/10/04 
Received: 19/11/04
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Document Type: Pain Management Programme Checklist 
Version: 3 
Received: 19/11/04
Document Type: Inclusion/Exclusion Criteria 
Version: 3 
Dated/28/06/04 
Received: 19/11/04
Document Type: Background Details 
Version: 3 
Dated: 28/06/04 
Received: 19/11/04
Document Type: Interview Schedule 
Version: 3 
Dated: 28/06/04 
Received: 19/11/04
Document Type: invitation Letter 
Version: 4 
Received: 19/11/04
Document Type: Participant Information Sheet 
Version: 4 
Dated: 01/09/04 
Received: 19/11/04
Document Type: Application Form Submitted to the South East MCRE Committee 
Dated: 09/07/04 
Received: 19/11/04
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research, and with the conditions set out below.
1. That, in addition to the Invitation Letter, participants are provided with a Consent Form 
to be signed by them and a witness.
2. That your return the fully completed Protocol Cover Sheet sent to you on 19 November 
2004.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected, with reasons.
I would be grateful if you would confirm, in writing, your acceptance of the conditions 
above, enclosing the requested documents.
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You are asked to note that a further submission to the Ethics Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Secretary, University Ethics Committee 
Registry
cc: t
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APPENDIX TWO
Information sent to participants:
(a) Invitation letter
(b) Participant Information sheet
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UniS
University 
of Surrey
Guildford
Surrey GU2 7XH, UK 
Telephone 
+44(0)1483 300800 
Facsimile
+44(0)1483 300803 
www.surrey.ac.uk
School of
Human
Sciences
Department of 
Psychology
Direct Facsimile 
+44(0)1483 689553
Invitation Letter (Version 4)
Title o f project:
Coping with chronic pain after a pain management programtme
Y ou are being invited to take part in a research study, Befoi e you decide whethe : you 
want to take part in this study it is important that you under; itand what the study is 
about and what it will involve. Please take time to read the attached information sheet 
carefully and discuss it with others if  you wish. Please contact Elizabeth Paul if there 
is anything that is not clear or, if you would like more information.
Name o f Researcher:
Elizabeth Paul (Trainee Clinical Psychologist)
Department of Psychology, School of Human Sciences, University of Surrey 
Guildford, Surrey, GU2 7XH
Telephone: 01483 689441 Email: psmlep@.surrev.ac.uk
If after reading the Participant Information Sheet you decide to take part in the study, 
please return the Reply Slip within one month of getting this invitation.
TEAR OFF REPLY SLIP AND SEND IN STAMPED ADDRESSED  
ENVELOPE
Title: Coping with chronic pain after a pain management programme.
I am interested in taking part in the above study and meet with Elizabeth. My contact 
details are:
Name Telephone (inc. code)
Address
Please tick if  you would like a summary of the findings at the end o f the study 
(August 2005). |----- 1
Thank you for your time.
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UniS
T h e  Q u e e n ’s 
n iv e r s a r y  P r iz e s
University School of
of Surrey Human
Guildford Sciences
Surrey GU2 7XH, UK
Telephone Department of
444 (0)1483 300800 Psychology
Facsimile
444 (0)1483 300803 Direct Facsimile
www.surrey.ac.uk +44 (0)1483 689553
PARTICIPANT INFORMATION SHEET 
(1st September 2004, Version 4}
Title of project:
Coping with chronic pain after a pain management programme.
Name of Researcher:
Elizabeth Paul (Trainee Clinical Psychologist)
Background and purpose o f studv:
Research has shown that pain management programmes are usually effective in 
helping people cope with their chronic pain as best as they can. However there has 
been limited research on how people manage their pain after completing the 
programme and what helps or hinders this. Getting a clearer understanding of how 
people manage pain after the programme may help to improve pain management 
programmes in the future.
W hy have I been invited?
People aged over 18 years who have attended pain management programmes at##  
based in # M *  Hospital (attended 7 sessions and at least 1 follow-up session) and 
• # ■ ■ # # 1 # Hospital (attended 11 sessions and at least 1 follow-up session) are 
being invited to take part in this study.
Do I have to take part?
It is up to you to decide whether or not to take part in this study. What ever decision 
you make, it will not affect the help you receive from the pain management 
programme in anyway. If you do decide to take part, you are free to change your 
mind at any time, without giving a reason.
What will happen if I take part?
You will be invited to meet with myself (Elizabeth Paul, Trainee Clinical 
Psychologist). You will be asked to provide some background details such as your age 
and ethnic origin. The meeting will be at a time and place that is convenient for you.
If you prefer to meet a t # m * o r # # # # # #  Hospital, travel expenses will be 
reimbursed. The meeting will be about your personal experience about coping with 
pain and how it has affected you. It will last up to 60 minutes and will be audio-taped.
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What are the possible disadvantages and risks of taking part?
The meeting will be about your views on coping with pain. If you feel the questions 
are intrusive you don’t have to answer them or the meeting can be stopped. If after 
talking about your experience of coping with pain, you want some more advice about 
your pain management, you can phone and speak to a member of your pain
M M  extension: M 0
What are the possible benefits of taking part?
There will be no direct benefit to you in taking part in the study, but it is hoped that 
those who take part will find it helpful to talk about their experiences. The 
information gathered will help to develop and improve pain management programmes 
for the future.
Will what I say be kept confidential?
All information collected about you during the course of the research will be strictly 
confidential. The pain management team will NOT be given any information about 
what you have said in the meeting.
The only exception to this is if you indicate that you are very distressed and I am 
concerned about how you are coping with this. In these circumstances, I would need 
to contact your pain management team to make sure that you are receiving the help 
that you need. I would discuss this with you in the meeting before taking any action.
The consent form will be held separately in a locked filing cabinet The information 
on the tapes will be typed out and the tapes will be destroyed. Any information that 
may identify you will be removed. All identifying details will be omitted in all 
research reports.
Will anyone need to access my medical notes?
I will not need access to any pain management team or medical files.
What will happen to the results of the research studv?
The results of the study will be written up and submitted as part of a Practitioner 
Doctorate in Clinical Psychology. It is also anticipated that the results will be 
submitted for publication in a professional journal. All identifying details will be 
omitted in any research reports or publications.
You will be offered a copy of the results of the completed study.
Who is organising the research?
The study is being organised and carried out by myself. It is being supervised Clinical 
Psychologists atM M ^dflM M F U niversities NHS Trust and Research Tutor at 
the University of Surrey.
Who has reviewed the studv?
The study has been reviewed by the University of Surrey Ethics Committee, the 
Multi-Centre Research Ethics Committee and the relevant Trust Research and 
Development committees.
236
Major Research Project
W hat do I do now?
If you would like to take part in the study, please complete the enclosed Reply slip 
and send it to me in the stamped addressed envelope provided within the next four 
weeks. You will then be contacted to arrange a meeting.
This copy of the information sheet is for you to keep. I f  you agree to take part, 
then y&i will be asked to sign a Consent Form and given a copy o f that form.
I f  you do not want to take part in this study, then you do not need to do anything else.
Further Information:
If you would like to find out more about the study, please do not hesitate to contact 
me.
Elizabeth Paul
Trainee Clinical Psychologist
Department o f Psychology
School o f  Human Sciences
University o f  Surrey
Guildford
Surrey
GU2 7XH
Telephone: 01483 689441 
Email: psm 1 ep@surrev.ac.uk
Thank you for your time.
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APPENDIX THREE
(a) Checklist from both Pain Management Programmes to 
ensure they meet the desirable criteria for a standard pain 
management programme
(b) Outline of both Pain Management Programmes given to 
clients when they attend the group
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Pain Management Programme Checklist- Version 3
(Adapted from Clinician’s Guide to Mind over Mood by Padesky & Greenberger,
1995 and Desirable criteria for Pain Management Programmes by Pain Society, 2003)
Working Research Title:
Coping with chronic pain after a pain management programme.
Programme base: v ^  tt3 5  p JcLL  .
Therapist name and title completing form: t CLu'VlCom
L lh  & V G £S vD v\ v u t i l  S m t J  q  evx pvXK{3LVvUW6 )
Please rate the degree to which you feel the pain management programme follows the 
understanding and techniques of cognitive behaviour therapy.
Scale:
0 = Not at all
1 = Sometimes
2 = Frequently
3 = Most of the time
CBT skills covered by pain management programme:
1. Education about chronic pain and the introduction of gate control theory 3
2. Understanding the interaction between thoughts, moods, behaviour, physical ^  
reactions and environment.
3. Develop strategies to deal with the psychological effects of chronic pain (stress, 3 , 
anxiety, depression, anger)
4. Challenging negative automatic thoughts. 3
5. Developing problem solving skills ^
6 . Understanding and applying goal setting techniques to activities such as 
increasing exercise, returning to activities jp,
7. Understanding and applying the principles of pacing to activities such as 
increasing exercise, returning to activities jg
8. Use of behavioural experiments to test out skills. 2_
9. Developing and applying a range of relaxation skills. ^
10. Improve communication skills,
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Pain Management Programme Checklist- Version 3
(Adapted from Clinician’s Guide to Mind over Mood by Padesky & Greenberger, 
1995 and Desirable criteria for Pain Management Programmes by Pain Society, 2003)
Working Research Title:
Coping with chronic pain after a pain management programme.
Programme base: St T& &
Therapist name and title completing form:
Please rate the degree to which you feel the pain management programme follows the 
understanding and techniques o f cognitive behaviour therapy.
Scale:
0 = Not at all
1 = Sometimes
2 = Frequently
3 = Most of the time
CBT skills covered bv pain management programme:
1. Education about chronic pain and the introduction o f gate control theory 2
2. Understanding the interaction between thoughts, moods, behaviour, physical 
reactions and environment. 3
3. Develop strategies to deal with the psychological effects o f chronic pain (stress, 
anxiety, depression, anger) ^
4. Challenging negative automatic thoughts. 3
5. Developing problem solving skills 3-
6. Understanding and applying goal setting techniques to activities such as 
increasing exercise, returning to activities 3
7. Understanding and applying the principles o f pacing to activities such as 
increasing exercise, returning to activities 3
8. Use o f behavioural experiments to test out skills.
9. Developing and applying a range o f relaxation skills.
10. Improve communication skills. ^
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Pain Management Programme Content -  Site A
Session 1
Introductions
Introduction of pain gate theory 
Introduction to exercise 
Seating
Introduction to stress and relaxation 
Diaphragmatic breathing 
Explain pain diaries
Session 2
Exercise 
Activity Cycling 
Pacing 
Goal setting 
Practical goal setting 
Deep muscle relaxation
Session 3
Doctors and drugs 
Exercise
Goal setting in group 
Introduction to thoughts and feelings 
Deep muscle relaxation in vivo using 
large muscle groups
Session 4
Thoughts and feelings 
Practical medication reduction 
Lifting
Planning own goal setting -  any problems 
Self-hypnosis
Session 5
Pain behaviour and communication
Individual reviews
Autogenic relaxation and applying
relaxation
Exercise planning
Session 6
(Relatives present) 
Welcome to relatives 
Open discussions 
Explain pain 
Aromatherapy
Session 7
Sleep and sex 
Beds
Benefits of health 
Benefits of fitness 
Self esteem and values
Session 8
Written statements in large group 
Identify goals and barriers to maintaining 
goals
Flare up plans
Any questions/ concerns regarding 
ending
Discuss follow-up appointments
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Pain Management Programme Content -  Site B
Session 1
Welcome and outline of morning
Housekeeping
Where pain and ice breakers
Content and principles of PMP
Multidisciplinary impact of long-term
pain
Acute vs. chronic pain and sensitisation 
Benefits of exercise 
Pain diaries
Session 2
Theory of warm ups and practice, buffer 
zones and diaphragmatic breathing 
The stress response 
Pacing and timers
Progressive muscular relaxation (and 
theory)
Session 3
Pain pathways/ gates 
Goal setting (1)
Warm ups and equipment 
Passive relaxation
Session 4
Stretch -  theory and practical 
Thoughts and feelings (1) 
Seating/ cushions and driving 
Autogenic relaxation
Session 5
Medication
Individual goal setting (2) - Pain diary 
feedback
Body mechanics, warm ups and stretch 
Visualisation relaxation
Session 6
Circuit -  theory and practical 
Thoughts and feelings (2) 
Bedrooms/ Pillows 
Functional relaxation
Session 7
Thoughts and feelings (3)
Goal setting (3) -  Individual feedback on 
pain diaries
Abdominal muscles and core stability 
Relaxation
Session 8
(Friends and relatives present) 
Welcome and ice breakers 
Review by patients 
Pain behaviours and communication 
Problems solving task 
Pain gates
Autogenic relaxation
Session 9
Expectations
Spine, warm up, stretches and circuit 
Lifting, handling and domestic work 
Gym
Relaxation
Session 10
Structure of muscles, revision of exercise 
Sleep
Occupation/ leisure/ pie chart 
Relaxation
Session 11
Flare ups, setbacks and toolkit 
Aerobic exercise and practical 
Relaxation
Session 12
Values (who we value and why) 
Measurements (objective tests) 
Individual review
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APPENDIX FOUR 
Interview Guide for semi-structured interview
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INTERVIEW SCHEDULE -  (June 28lh 2004 -Version 3>
PMP =  Pain Management Programme
1. What is the Pain Management Programme?
la. How would you describe the PMP to someone else?
Prompt: What did you learn about how pain works?
Did it encourage you to handle specific situations in particular ways?
Did it encourage you to think in particular ways?
What specific skills or techniques did the PMP cover?
2. Current pain management
In the current study I am interested in whether and how people make use of the things 
that they learned in the PMP after the programme is completed. In the PMP you 
would have been encouraged to use various behaviours/ skills and ways of thinking to 
tackle your pain.
2a. Do you use any of the skills/ strategies you learned in the PMP, now?
(If no, go to section 3)
Prompt: -Which skills and ways of thinking do you use?
-Can you give me an example of when you used these skills and ways of 
thinking within the last tnonth?
-Is this a typical example of how you use these skills and ways of thinking?
(If yes, go to 2b)
-Can you give me an example which is typical of your use of skills and 
ways of thinking you learned in the PMP?
2b. How often do you use these skills and ways to manage pain?
Research into using psychological skills to tackle pain suggests that there are times 
when people don’t always use the skills learned in the PMP.
2c. Are there times (situations, moods, or when you are with certain people) when it 
does not feel right or convenient to use those skills and ways of thinking?
(If no, go to 2e)
Prompt: -Can you give me the most recent example?
- What prevented you from using the skills and ways of thinking that you 
learned?
- What would make it easier to use the PMP skills in these situations?
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2d. Why do you continue to use the skills and ways of thinking that you learned in the 
PMP to manage pain?
2e. Since the PMP ended, have you always used these skills and ways of thinking in 
the same way as you learned them?
(Ifyes)
Prom pt: -Can you tell me why?
(I f  no)
Prom pt: -In what way has it changed?
-Can you tell me why it has changed?
3. Non-use of CBT based PMP skills and wavs of thinking.
You said that you do not use the skills and ways of thinking you learned in the PMP 
to manage pain.
3a. Can you tell me why you don’t use them?
3b. After completing the PMP, have you ever made use of the skills and ways of 
thinking explored in the PMP?
(I f  no, go to  section 4)
Prom pt: - In what ways has your use of the skills changed?
- Can you tell me why there has been a change in your use of the skills and 
the ways of thinking learned in the PMP?
3 c. Did you make attempts to restart the techniques? If so, what did you try and what 
factors made you stop?
4. Use of other methods to manage the pain
4a. Some people learn about using these skills and ways of thinking to manage pain 
from places outside of the PMP (e.g. TV, friends etc). Would this apply to you? If so, 
where did you learn about these techniques to manage pain?
4b. When thinking about what helps you to manage the pain as best as you can, if you 
had to rate which things from the PMP that were most helpful what order would you 
rate them in? (From most helpful to least helpful).
4c. Where would the skills and ways of thinking learnt from outside the PMP fit in, in 
this rating?
5. Thoughts about the PMP
5a. Overall, what did you think of the PMP?
5b. Did you feel that the PMP team understood what it is like for you to live with 
pain?
5c. Is there anything in the PMP, that could have been done differently to help you 
use the skills yourself?
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6. Change in understanding pain
6a. How would you describe yourself as a person living with pain? 
6b. How, if at all has your view of living with pain changed?
6c. How did it affect your everyday life?
Prompt: What was it like before the PMP?
What was it like after the PMP?
What is it like now?
6d. What are the things that have not changed or have stayed the same?
(End interview)
General probes through out interview: Could you tell the more about that?
What makes you say that?
What happened then/after that? 
Why do you think that happened?
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APPENDIX FIVE
Information sheet to collect demographic details of
participants
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BACKGROUND DETAILS (June 28lh 2004- Version 31 
Participant ID:
Age:  ____________ Male CZZ1 Female CZU
Ethnie Origin:______________
Employment: Yes / No Part time/ Full time (please circle)
Not working because of pain (please tick)
Retired/ not working for reasons other than pain 
Job title (previous if retired)______________________
Marital Status:_______________
Time elapsed since attending Pain Management Programme:________
Length of time pain experienced before attending Pain Management 
Programme:  ___________________
Are you taking any medication for pain? Yes/ No (please circle)
Name medication
Do you have a medical explanation for the pain? (eg. Arthritis, fibromyalgia etc) 
Location of pain: please indicate on drawing: (P.T.O.)
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Please shade in all the areas o f your body which are affected by pain.
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APPENDIX SIX 
Participant Consent Forai
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UniS
Participant ID letter: 
Clinic:
CONSENT FORM
T itle o f Project: Coping with chronic pain after a 
pain management programme.
N am e o f R esearcher: Elizabeth Paul
University 
of Surrey
Guildford
Surrey GU2 7XH. UK
Telephone
+44 (0)1483 300800
Facsimile
+44(0)1483300803
www.surrey.ac.uk
Please in itial box
School of
Human
Sciences
Department of 
Psychology
Direct Facsimile 
+44 (0)1483 689553
1. I  confirm that I  have read and understand the information
sheet dated (version  )  for the above study and
have had the opportunity to  ask questions.
2. I understand that my participation is voluntary and that I am free 
to  withdraw at any tim e, without giving any reason, w ithout my 
medical care or legal rights being affected.
3. I consent to an audio-tape being made o f the meeting and all parts 
o f this recording to  be typed for the purposes o f research. I 
understand that all information which could identify me w ill be 
removed.
4. I agree to take part in this study.
Before the session
□
□
□
Name o f  participant . Signature Date
A fter the session
Name o f  participant Signature Date
In respect o f the audio-tape(s) made w ith the above participant, professional 
confidentiality w ill be ensured, and that any use o f  the material w ill be for the 
purposes o f research only. The anonymity o f  the participant w ill be protected in any 
report/ publication.
Name o f  Researcher Signature Date
Major Research Project
APPENDIX SEVEN
Example of interview transcript
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Participant Interview
I = Interviewer PMP = Pain Management Programme
P = Participant
1= Ok, so you were saying that you were having a stressful time at the moment, is 
that regarding the pain?
P = Yes, just haven’t been sleeping well because of i t  I don’t know how many times I 
woke up to have a cough, turning my back every 5 minutes, everything hurt, I had to 
go to the dentist for a filling yesterday so that wasn’t good, that was throbbing away!
It was really uncomfortable. I did sleep a bit, my husband woke up because of me, so 
don’t know if he got to sleep!
I = I’m sorry to hear that you’ve had a bit of a difficult time.
P = I’ve been really good for the last 2 weeks, it was just the last couple of days have 
been tough.
I = Ok, what I would like to do id talk about the good times and the bad in a bit more 
detail. Ermmm, but maybe we can start by talking about the PMP itself. I was 
wondering that if you had to describe it to somebody else who didn’t know anything 
about it, how would you describe it? What kind of things does it cover?
P = I just found it incredibly helpful. There were lots of things, particularly from a 
social point of view. Up until that point I didn’t know anybody who had that kind of 
pain. I’ve got my mother who has arthritis but she’s in her sixties, people kind of 
expect you to have aches and pains at that time. And my pain onset was quite sudden 
and very severe and up until then I was really really fit, really really active, I was 
doing 2 jobs, running the home, looking after my husband who had a breakdown and I 
was doing all sorts of stuff. It was quite sudden, so I didn’t know anybody else my age 
or anybody who had any pain like I had. And people didn’t seem to get the fact that I 
meant what I was saying, that I was in real pain. I mean it was the kind of pain that 
stops you moving, it was that bad and it was really...people didn’t seem to understand 
that. So meeting people who were in a similar situation was really helpful. I actually 
met a girl who I had known about lOyrs ago, just down the road, but I knew her about 
10 yrs ago when both our children were in Great Ormond Street, we kind of lost 
touch, then we both turned up in this PMP, so that was really good. So we’re friends 
and really good. As far as the course goes, the exercise stuff I was already doing, so
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for me specifically that wasn’t particularly, but obviously generally that’s useful. It’s 
not that I found it unhelpful, it just wasn’t tailored to me, but that’s ok.
I = OK.
P = And yeah, the Occupational Therapist had some good ideas, some ways of 
working and did make you think about, when you’re in a situation it’s very difficult to 
be objective. So they made you think about somebody else, what would you advice 
somebody else to do, in order to run their house and what you... We came up with all 
these ideas and I never would have applied those to me. So I did in the end, we had to 
organise for somebody to clean their kitchen and we worked out a plan of we were 
going to do it. My kitchen was filthy by this time, my husband clean’s the work 
surfaces, but that’s it! Two years of not really cleaning and you know, so I worked out 
a plan and I just looked at it, but couldn’t even start it, so I just got a cleaner. I got 
somebody in and they did everything, took everything, cleaned everything and I never 
would have done that before. Because that’s just not something that I do, I don’t go 
and ask people for help, I help other people and I would have never have done that. 
That was really useful. You be a bit more objective about it and try not to feel so 
guilty about everything you can’t do. It’s the guilt of sitting here and not going out to 
work as normal and running the kids around, cooking dinner and doing the washing. 
The guilt that you feel is awful, it’s just not the role that you normally take when 
you’re a mother and you work, because you’re the one that does everything. That was 
really helpful, to try and not be guilty. I found it difficult and still find it difficult to 
stand my ground when people saying can you do this and I want this, blah, blah, blah. 
Those expectations I still find very difficult, but I managed to deal in large part, with 
my expectations, which is a big part of the guilt So it’s ok to sit in this chair and 
watch TV. And there was some useful things to try and help, not really distractions, 
but to take a sort of proactive approach and so like today when I have a bad day. I’ve 
got things that I know I can use. Even if it’s just reading a book, I give myself 
permission to read the book. Whereas normally I would be thinking, you know you’ve 
got a plan in your head of what you want to do each day. So that was a useful idea, 
there were lots of things that were helpful. The cognitive-behaviour stuff I used to 
struggle with a bit, I think we all did.
I = Can you tell me a bit more about that?
P =To become aware of how your behaviour is driven by the emotions that you’re 
feeling and as I say the guilt and the frustration, worry, I mean for me fear of the
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future is a big thing. I had no idea what’s going to happen. Ermm, I’ve got no 
prognosis because my back problem is just one of those things. I don’t know anybody 
else that this has ever happened to.
1= I was just looking at what you got down here as the diagnosis for your pain.
P = The problem is my left shoulder blade. I’ve got a rib that popped out, which isn’t 
a problem in itself, except that it’s dropped down and out and is rubbing my shoulder 
blade off. That’s incredibly painful, it literally feels like someone’s shuved a knife 
into you. Anybody who’s popped a rib will tell you that. But that in itself isn’t the 
problem, but I also have so many secondary problems now. I’ve got problems with 
my neck. I’ve lost the feeling of both hands at times, I have pain down my arm and 
I’ve also got a slightly twisted pelvis. Which, I’ve been to an osteopath, which is why 
I’ve been better, I went just before Christmas and I was literally seized up where the 
pain was just shooting up. I felt like my vertebra was just seizing up, they were 
impacting on each other, so I thought, well even if they can’t do anything else at least 
they can do my neck. And he seemed to think that he can help and he has helped, he’s 
relieved some of the pain underneath my shoulder blade and he thinks he can sort out 
my neck and my arms. Then that would be great. If I’ve just got the one pain, then I 
can deal with that. This is the things when something or a muscle ends up in a wrong 
position you’ll always end up with secondary problems and tertiary problems and all 
sorts of things, then one thing leads to another. That’s my fear. I’ve got no idea what’s 
going to happen and literally before Christmas I was in so much pain, I just thought 
I’m going to be in a wheelchair. I can’t see me being able to walk, because although 
it’s not my legs, it impacts on it. When this pain is really bad, to actually get forward,
I can’t do it. I just have to sit, I can’t move. So if I was to get to that point, that’s a big 
thing and I don’t know what I would do.
I = That does sound like a big thing.
P= Yes, it is a big worry. Another thing that was really useful was the relationship 
between stress and pain was one of the first, one of the main things that they drummed 
into us, is to lower your stress levels. I had the dentist yesterday, but as much as you 
try and calm down it doesn’t always work, I don’t like the dentist! (laughing) So 
probably had 2 nights of worry, but I’ll probably be better tomorrow.
I = And it sounds like you’ve had a few different stressful things.
P = Well, that’s always the way isn’t it? The bit before Christmas is always the most 
difficult of the year. There are so many presents to buy, such huge expectations from
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everybody about what Christmas is going to entail. That’s stressful, can’t cope with 
that. At the time I actually had a fire, I set fire to the curtains accidentally in the 
conservatory, the whole thing’s got to be replaced and 2 days later my washing 
machine pipe came lose, that’s nothing to do with me! It flooded the kitchen!
I = Oh no...
P= So you know, you can’t avoid things like that, as much as I try not to, it does wind 
you up. That’s probably why I’ve been in so much pain. This chap, the osteopath, he 
also does acupuncture, that’s helpful with stopping the muscles seizing up.
I = That sounds quite good.
P = It is useful.
I = Well before I had started the PMP I had been to an osteopath and had acupuncture 
as well, ermm, neither of them did anything. The osteopath said to me that all he can 
do is put my rib back in and normally it would stay there, but it doesn’t stay with me. 
So he just said, well there’s nothing we can do. So that kind of went out of the 
window, ermm and you got loads of this and that from different people. And I’ve been 
to so many people and they say I can do this and that, but it doesn’t happen and that’s 
very demoralising and you can’t keep on throwing money like that. So last year, I just 
thought well, I just have to deal with it myself, but I got the point where my neck was 
so bad, I couldn’t even turn my head, so I just thought I’m sure they must be able to 
do something. Other people have been to this chap (current osteopath) and they 
recommended him, so that’s easier. I mean I had to so something, I couldn’t just sit 
there and do nothing. Before the PMP I probably wouldn’t have had the courage to 
try anything again, although I did kind of know the way before, but though they don’t 
work, but obviously they do work, it’ s just a question of finding the right person. But 
as I say, you have to be a little bit careful, because it all costs money and they all say 
they can do theses wonderful things to cure you.
I = So you’ve given me a few examples of what the PMP covers, so the social side, 
the exercise though I understand that’s probably something that you’ve already done 
and wasn’t new for you, ermm, then there was the occupational therapy of being 
objective, thinking of somebody else so that you can be a bit more objective, asking 
for help, ermm and that kind of not feeling guilty about things. For the two last things, 
how would you say that came about? What was it in the programme that helped? Was 
it them just saying it or something else?
256
Major Research Project
P = Well no, because we did exercises and discussions and just tried to be aware of 
your behaviour, because you do just tend to carry on with your life at the same pace. 
It’s like seeing everything through a gauze or something, you can’t concentrate, you 
can’t think, you can’t be objective because you’re in it and nobody else really 
understands. Even the closest people to you don’t really understand, so they can’t be 
objective, they haven’t got the faintest idea and you have good and bad days, so that 
makes it difficult. You’ll be fine one day, then the next day it’s really bad, and they 
will say ‘what do you need me to do now?’ 6Oh, I didn’t know you needed me to do 
that’ do you know what I mean? Because it’s very difficult for him as well to know 
what I needed on a day-to-day basis. So I think it’s to do with the group discussions, 
with other people who’s got the same problem, perhaps have tried things, we all have 
different ways of doing things, like this one girl said, she just grits her teeth and gets 
on with it. That’s not really the right way to do it because then people don’t really 
appreciate it and then they load more on to you. So I don’t think that’s particularly the 
right solution, but that was the only way she could get through it and I’m not very 
good at asking people to help me....So I think just trying to be a little bit more 
objective in every area was useful.
I = That idea of being objective was that something that you picked up straight away 
or was it something that took a bit of time?
P = Oh no, it takes time to do, there are all sorts of things that I’m still not very 
objective about (laughing), like with Christmas, I do my best, I have done my best for 
my family in particular, but they can’t just expect me to do what I’ve always done, 
you know they can’t just turn up because I might be in bed. And it’s no good saying 
you can get up because if I’m in bed all day and get up. I’m like a zombie for 2 hours,
I can’t have a conversation you know. And my mum in particular takes offence, you 
know, you just think God’s sake! What do I have to do to explain to you that this is 
not a joke and that it’s bad.
I = That sounds like quite a big thing.
P = It is a big thing, no on in my family understands.
I = How do you manage that?
P = I just stay away from them, that’s it. If people are not prepared to try and 
understand what you're going through you have to stay away from them. They take a 
lot energy, they really do, it’s stressful before they come, it’s very stressful after 
they’ve gone. My brother came on Saturday and I hadn’t seen him for ISmonths, he
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came over, was here for 6 hours and never once asked me how I was, because it’s not 
in his world. That’s why I don’t keep in touch with him. Because I’m walking around, 
I haven’t lost an arm, because they can’t see the disability so therefore they think I’m 
fine. I’m sure he’ll go back and say she looks fine and that’s really hard to deal with 
so I just keep away from him.
I = Is that something you picked up from the PMP or is that something that you were 
thinking about before?
P = No, I think I picked it up from the programme, because I again I was just still 
trying to do all the things that they expected of me rather than tell them.
1= So you’re letting people know how you feel?
P= Well, a bit more. It hasn’t made any difference to them, in how they treat me, but 
that’s what they’re like you know.
I = What about your partner?
P= Yeah that was quite good, they came up to the PMP one day, but even before that I 
used to tell him what I’d learned, so it wasn’t such a major shock. But he still hadn’t 
realised how bad it was. There are all sorts of things that he could have done that he 
didn’t do, but as I say, he said he found it difficult to understand how I would be ok 
doing something, then I wouldn’t. At one stage we used to have a colour coded thing 
on the fridge to indicate what kind of day I would be having so that he would know! 
(laughing)
I = Oh! Where did you pick that up from?! Sounds like a good idea.
P= I can’t remember! It’s a bit basic, but it worked for that particular point But 
probably just as much was that was then asking ‘what do you need me to do?’
I = Was that different to before then?
P= Yeah, because he would just carry on before. He didn’t really know if I was ok or 
not and even if I wasn’t, he didn’t know what to do about it. Whereas now we 
communicate much better.
I = So do you think that’s different from before you attended the PMP?
P= Yeah, because he attended the one session, they explained things so I think he 
understand things better. I’ve got a big folder full of stuff from the PMP. My friend 
was recently diagnosed with early onset arthritis, so she was in a little bit of a state, so 
I just gave her my big folder and said just read through that, that’ll help, then get 
yourself on a PMP (laughing). I mean I would recommend anybody who has any pain 
to go on. In fact there are other courses as well, like a ‘Living Well’ course, there are
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a couple of things that you can go on. They’re not as long and not as in-depth, but you 
know, you never know you might pick up something that might be useful.
I = Is there anything else that you would say you learnt from the PMP? Even if you 
didn’t find it useful?
P = To understand how pain works is useful, they did that in quite a lot of depth. Just 
to understand what’s going on in your body was helpful, so it made it easier to deal 
with, you had a better understanding why. Because sometimes it can seem quite 
random, you know where you have a few days where you haven’t done very much 
and then suddenly you have a bad day, with no idea why. Other times you can do 
quite a lot, and you know, you’re absolutely fine. So they explained why that happens 
and how you can stop it happening so that you don’t have those bad, low days. And if 
you do have a day like that, what to do when that happens. You know, don’t go in to a 
panic, don’t spend the whole day whaling or anything, just put a funny video or what 
ever it is that suits you, what ever the person is. So again you’re being a bit more 
active, a little bit more in control of it and if you go out for a day and you know it’s 
likely to make it worse, you know, to take the stuff with you that will make things 
easier for you. Plan it so you can stop, so everybody (husband and children) knows 
that I need to stop after about an hour of walking, it’s so automatic, they just assume 
that we’re going to stop. So their expectations are different. I mean they’re fine, 
they’re brilliant, they’re like what ever, if I need to sit in a chair then that’s fine, but 
it’s not them it’s me, my drive to constantly do things.
I = Ok, that sounds really interesting, that it’s about your expectations. From what I 
understand, you’re saying that it’s something that you’re continuing to work on.
P = Yeah, I mean there are people who are quite happy to sit around and do nothing 
and they don’t have any expectations of themselves about the house or job or 
anything. It doesn’t bother them, but it bothers me. I still have to try and control the 
urge to do things, but I deal with it, have to try and work through it.
I = What would you say about your priorities before after the PMP?
P = Well before, as I said I would just what to do everything and I was making myself 
do it, but that wasn’t good. It’s hard to just sit down and be surrounded by mess, 
ermm as I said, it took me a while to get to the point where he (husband) realised that 
I couldn’t do it. I mean I only did it because it was left there and it would be there for 
days, so it took a while for him to work that out. And it took me a while to realise that 
I wouldn’t be able to do al the things, I mean I’m not really house proud or anything
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like that, but as I say, well I did want that cleaned. I just couldn’t do it....I was so ill 
on the day they came, don’t know what they must have thought of me! I was here 
huddled up underneath my blanket, shaking, you know you sort of worry that they 
think that you’re just lazy. So I said to her. I’ve got a bad back so I can’t do it and she 
was ‘it’s alright!’ (laughing). They were really sweet, I must have looked a complete 
fright, I just come down from upstairs, sat under this blanket (laughing).
I = That sounds like it was quite a big thing for you to ask for help.
P = Well it was, it’s not very nice for somebody to come round and be going through 
all your things, which I know was why she was there, but nevertheless you still don’t 
like somebody going through the cupboards and it wasn’t a pleasant experience, I 
have to say, but it was lovely after they had done it. And I would do that again, 
unfortunately we can’t afford a cleaner for the whole house.
I = So am I right in understanding that that’s something that you wouldn’t have done 
before the PMP because it was all up to you?
P -  Absolutely, I never used to do that. Whereas letting yourself say. I’m not well 
enough to do that, yeah, that was quite a big thing. You don’t change your personality, 
because you don’t stop minding not doing anything for a week or what ever, but you 
have to relax because otherwise, well, either you let everything stay really dirty or ask 
for help. I mean I’m really not helping myself by doing what I can’t.
I = We’ve been talking about some things that have changed. I’m wondering if there 
are anything’s that haven’t changed?
P = Well, like I said I still can’t deal with my family, their expectations. I’ve lost quite 
a few friends because of this. Because it’s back pain, they can’t see any injury, so I 
think a lot of people just don’t understand that it’s really genuine. A lot of people just 
thought I was trying to get time of work, somebody else said to my husband, it’s 
psychosomatic isn’t? So didn’t bother keeping in touch with him. And I don’t have 
the energy to pursue friendships, like go out to restaurants and have meals and stand 
in a pub, so unless they’re willing to make the effort, that’s it. There’s only a few that 
have.
I = How do you feel bout that?
P= Well, I’m a bit cross that I spent all that time with them and didn’t actually realise 
how shallow they are, because to me that’s nit what friendship is about. I’m fine, to be 
honest I’m better off without them. If it all relied on me making the effort, that’s not a 
friendship, but other friends haye been great. My family is just a bit of a nightmare. I
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don’t really want o deal with them because they’re all so obsessed with their own 
lives, because I’ve always been the one who looks after everybody, they just can’t 
accept me in any other role.
I = Was there anything in the PMP to discuss that?
P = Yeah there was, but it was quite specific and I’m sure other people don’t have the 
same specific things. Like one of the other girls was just saying that she just doesn’t 
contact her family, I haven’t seen my brother for 18 months but I miss my niece and 
nephew and I don’t want to not see them. To her it was quite straightforward, she just 
doesn’t see her family, it doesn’t bother her, whereas it bothers me, so I’m tiying to 
do things half way. I mean my mum used to come over every single week, but now 
she only comes every 3 weeks and that’s partly because I’m not up and down making 
cups of tea, chatting to her and doing all the things I used to, like looking after her, 
because I’m not doing that she doesn’t come as often. She comes to see the boys, then 
she just goes. To be honest. I’m relieved, because if she can’t be a mother... we have a 
fairly complicated relationship, she’s quite childlike and I’ve always been responsible. 
So now I’m not the one doing that, she doesn’t really want to come. She takes offence 
if I’m not up and running around asking about her. If I’m not doing that she doesn’t 
want to know. And that’s really difficult and I don’t know how you deal with it, 
because I’ve tried and I’ve explained, it’s been three years, you would have thought 
that they would have worked it out by now! Ermm, but she’s obviously not going to 
change how she does things, so I can’t do that for her, other than scream and shout 
and I don’t like to do that. I’ve just accepted that it’s best to reduce contact because of 
their expectations of what they want to me to do, look after, make cups of tea, run 
after them. I have told them, in the nicest possible way, I tried to explain all these 
things but it just doesn’t seem to go in, I think it’s just the people they are. I mean I 
wish they were parents who were really calming, but that’s just not it.
I = Sounds like you’ve had to deal with quite a lot.
P = We all have our difficulties!
I = Ok, we’ve talked about quite a few different things after the programme, I was 
wondering what were the things, with concrete examples, what are the things that you 
are still doing from the PMP?
P = Things that I’m still doing that are useful?
I = yeah.
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P = Well, I’ve got a box of stuff upstairs ready for when I have a bad day, with bath 
oils, book, DVD so I can just sit and watch something. That’s more if I have a very 
bad day. I mean incorporate all those things as and when I need them in the normal 
run of things because the bad days are not that frequent Well the last couple of days 
have been horrible. Prior to that, just before New Year was better, but prior to that, the 
previous 2 months were horrendous. I couldn’t move, pain everywhere. So I have had 
a lot of bad, but the bad seems to come for a while. If you look at it more longer term 
over the course of a year or so. I’ve had about 3 or 4bad periods lasting a few weeks, 
they’re never short term, but then they get better. So overall I’ve probably had more 
good than bad days, but when the bad comes, it’s quite bad.
I = So on a scale of 0-10,10 being the worst pain and 0 being nothing where would 
you be on a bad day?
P = A bad day would be an 8.
I = And what about a good day?
P = Ermm, probably about 5.
I = So how do you cope with that? Is there things that you think about?
P= Well I’m aware of it all the time with just what I’m doing. The thing is the only 
reason why I’m having difficulty remembering it because it’s become part of my life 
with how I’m living so I don’t really have to think about it. Which is good. When we 
go out, everyone knows I have to top, so I don’t have to say, so where ever we go, 
that’s just taken into account. So if ***** (husband) knows I’ve had a bad day or 
night, he’ll do the boy’s lunches, so they all know, so I don’t have to say. You know, 
they’ve all accepted that’s how it is. ***** (husband) would say mum’s had a bad 
night so don’t go in, so it’s not a conscious thing anymore after so much repetition. I 
mean the kids are good, they just accept it, so they ask if I can do something, they 
don’t expect me to do it, but that’s because they’ve seen how much pain I’m in, seen I 
can’t move.
I = Was this before the PMP?
P= Yeah, and now they’re older as well, so that makes a difference because my pain 
started 3 years ago. So to an extent they become more aware anyway, so it’s just been 
a gradual process. They’ve seen ***** (husband) do things, so I think that’s useful, 
because if they see the parents do things they’ll accept, whereas if they don’t see him 
doing anything whilst I’m in pain, then they might not do it, but we all do it, so it’s a 
joint effort. I mean. I’m still the one who does most of the stuff, but if I say no. I’m
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sorry I can’t do anything, they accept it. Emma, what else did we do from the PMP, 
well the social contact with ***** (neighbour who also attended PMP), because I 
didn’t really know her before. It was that kind of atmosphere where you’re 
encouraged to be sociable in the PMP. We changed all sorts of things, you know, like 
the chair is new to support my back, we bought I don’t know how many heat pads and 
a lot of this stuff was after the PMP, because they said what was good. And I just use 
all those ideas to try and help. And if I do have a bad time, I do try and think what was 
suggested. It made it possible to do more things because of the forward planning.
I = that sounds like quite an important thing, like you were saying that you’ve got a 
box ready.
P = Yeah, it’s a bit of a sort of safety net in your mind. You know that there’s 
something there f  you do feel awful. It’s also quite useful to feel that you’ve got some 
control, because until then the pain controls you totally, because it seemed quite 
random. You can go for quite a long time without anything, then all of a sudden it 
would be awful and you can’t do anything, you’ve no idea what you’ve done to make 
it like that. Whereas once you have the knowledge of what you can do and what you 
can’t do and how to go about going about and all that, it can be useful. I mean I hadn’t 
even been to ****** (town) which is just a few miles from here because I couldn’t 
walk from end to the other, but once we’ve done the course and knew how to do it, I 
can do that quite confidently. I might pay for it later, but I had 2 days cleared for it 
afterwards, because I wanted to go do this thing and go shopping with my sister and 
I’ve been several times because I know how to do it now.
I = So what if any are the other things you do to help other than stopping?
1 = 1 have a bottle of water and I take aromatherapy oils in a bit of tissue that helps. I 
make sure I’m not tired, I wouldn’t go if I was tired. I make sure ***** (husband) is 
coming so he can carry things or somebody else there who can carry the bags. I walk 
around with my little hand bag (laughing) looking fit, my step mother in her fifties 
with all these bags and it’s embarrassing! I must look like you know, princess Daisy 
or something, you know, with the maid in waiting trailing behind me. But you know, 
who cares! It’s quite funny letting other people carry everything (laughing).
P = That sounds quite important. I’m wondering if that’s something you would have 
done before?
I = Oh no! I would have carried them and paid for it! I mean even now I might pay for 
it, but it was worth ot because I had a fantastic time in years, it was great. I’m actually
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going up to London to see a show actually. My son also has a show every year here 
and I absolutely dread it because the seats are horrible and what Fve found is, it 
doesn’t always help to say that you’ve got a disability. I think it’s better for me to pre­
plan and prepare and just go as an ordinary person on occasion 16ve phoned and had 
the disabled seats and it was so uncomfortable! They’re made for people in wheel 
chairs and I need something that will come up to my head and where I can put my feet 
up, so that’s not helpful, but as long as I’m reasonably set before I go and I always the 
next day free so I know that I can rest the next day. That’s an important part of the 
forward planning, not to do too much.
P = So is that something different?
I = Oh yeah, I wouldn’t have allowed myself time. I’d have thought well. I’ll try not 
to do too much the day before and the day after, but if I’m ok I’ll carry on. Whereas I 
know that even if I’m ok I shouldn’t because I might not actually be ok.
I = Ok, is there anything else that you do differently?
P = Well, I walk a lot slower not because I need to but, because again that forward 
planning for the energy, to maintain it. So I walk a lot slower and I’m careful around 
doors, because people do tend to open doors for me and hold it open for me and it’s 
not really helpful because if I got bag in my right hand, which is the worst hand then I 
have to hold it open with my left hand or do I swap the bag, which doesn’t help either 
(laughing), so I kind of just put my foot in there when they hold the door open or go 
for automatic doors. So I just try and make life easier and save my energy really.
1 = 1 was just thinking about what you said before about this expectation and what it 
must look like for other people, but that you don’t care as much as about it. How did 
that come about?
P = Ermm, I don’t know, I suppose it probably was the PMP because it makes you 
objective to think about everything that you’re doing, because if people see a 
disability they react much better. I’ve got a walking stick and if I go out with it it’s 
great, they hold the door open properly for you! It’s a cheat really, I don’t necessarily 
need a walking stick, because in itself it’s not a good solution for me, because then 
I’ve got even fewer hands! So it’s not really a solution, but on occasions, it’s weird 
how people react completely differently. It’s the fact that they can’t see anything 
wrong with you, everyone just assumes that you’re fine. I must admit. I’m a bit more 
aware when I go out and I see people looking a bit odd, they’re probably in real pain, 
you know, they’re probably not really odd. I think it just makes you think more about
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it. I mean I’ve never really been worried about what people think to be honest, but it’s 
made me more conscious of the fact that it doesn’t matter what people think about me 
putting my foot in the door or what ever, I mean they’re not important in my life. I’m 
not ruse to people, I’m never rude, I mean if I have to explain then I do, but it’s just 
having confidence I think, to be able to do what you need to do and not worry too 
much about other people think. I’ve got a bit more used to saying to people I’ve got a 
bad back, so I’ll just sit over there, I never used to that before. Like we were in a pub 
for a party everyone standing by the bar as they do and I was just longing to go and sit 
down, and I just said ‘No I’m sorry I’ve really got to go and sit down because my 
back hurts’ and they wanted us to stay longer and again we had arranged to go to a 
Chinese restaurant and I was really hungry, so I just said ‘No, I’m sorry I’m really 
hungry’ (laughing), you know, I mean things like food and stuff, you have to eat 
regularly because again your energy just goes down if you don’t. So I just said it, I 
mean they might have thought it was rude, but I’m not going to worry about it, they 
might be absolutely fine with it and don’t even remember! I don’t think I would have 
done that before, I would have just suffered and been in agony. It’s just the confidence 
in being able to say to people ‘I’ve got a bad back’. I used to try and hide it before.
I = So why is it ok now?
P= Well, I don’t know, perhaps I just accept it more.
I = Right. Ok.
P = One of the most useful things I ever found, it was the first line on a pain website, I 
was trawling through lots of things trying ot desperately find somebody. The first 
thing it said is that ‘your pain is your own’ ‘it is what you say it is’, up till that point I 
played it down, we all try and manage because we don’t want to be different, the one 
saying I can’t do that. But up to that point, I kept trying ot persuade myself that it 
wasn’t what it felt like, that I was exaggerating it. But understanding that you pain is 
what you say it is, that it’s totally individual, so my pain is completely different to 
somebody else’s, because it’s obviously the worst pain you’ve been through. I mean 
for me my worst till before this was child birth and this is worse. There’s a girl in this 
other support group that I go to who’s been through the most horrendous car crash, 
her pain is measured by the pain after the car crash because she has terrible injuries.
So what my pain is, she might think is not as bad, but you can’t feel each other’s pain 
it’s what you feel. If it’s bad enough to debilitate you then that’s what it is and you 
have to understand that, not try to hide from it.
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I = So that was from a website?
P = Yeah, can’t remember the address and I don’t even think read a lot more, there are 
thousands of websites for chronic pain. It kind of started me thinking about well, I can 
actually say, ‘this bloody hurts’ rather than saying ‘everything’s fine’, because it 
wasn’t getting me any where, being brave. People don’t realise that you’re being 
brave and they obviously judge pain by their worst experience of pain, my husband’s 
never been in any physical pain. He sprained his leg once, that’s about the worst! How 
cab he possibly know how I feel? He can only understand what I’m telling him, which 
is why the communication is so important.
I = So we just touched on other sources of information other than the PMP, are there 
any other sources like that?
P = Yeah the website started to make me think, so I was part of the way there before 
the PMP. There were only really 2 or 3 good websites, but the whole way through 
until I went on the PMP, I wasn’t able to concentrate on my pain anyway, because 
there was so much else happening, I didn’t have the energy to search for things. The 
only things I did use were facials, it was really good to relieve my tension. Smell 
really works for me, other people don’t find it works as well, but it does for me. So if 
I put a nice scented face mask, that helps. So that’s one of the easy things that I can 
do. I found that when I was still at work and I was in agony. I just didn’t know how to 
get through the day and the girls at the salon ere really good with different 
suggestions. And had relaxation tapes and all that.
I = Before the PMP, that sounds good.
P = Well you see the relaxation goes with the exercises and I was doing that 
beforehand, so I knew how to do that, so I just combined those bits.
I = Is there anything from the PMP that you didn’t find very useful?
P = Ermm, not really because they did kind of tailor it. I mean we were quite lucky 
because there was only 5 of us so we had more time. The previous one apparently 
they were all using wheelchairs and it would have been a nightmare. I was actually 
asked if I wanted to go on that one before Christmas and I said ‘No, I had too much 
on’ I’m glad I didn’t, I would have looked like I was an athlete compared to those 
people, I would have felt so bad. I mean I do wonder whether they do marry up the 
kind of disabilities, I thin k that might be useful to think about, because it would have 
been a waste for me, because I would have felt like a fraud. You know, because the 
others were in wheel chairs and struggling to walk, I would have felt like I didn’t
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belong there had I gone on that course. Whereas the one I went on, we all had 
different things, but you felt accepted. I think that would probably be quite important 
Things like occupational therapy, we could go round and discuss things individually 
because there was enough time as there weren’t that many of us.
I = So overall, what did you think of the PMP?
P = It was brilliant. It was really really good. Knowing beforehand that you’ve got to 
be there was quite stressful at first, because as I said I couldn’t even go shopping and I 
didn’t know how on earth I was going to mange to be there every week.
I = So how did you do that?
P -  Well, initially *****(husband) would take me, but then when I met my 
neighbour, we shared the driving. It was good actually, because we had a chance to 
talk about what we’d been doing, so that was quite useful. Then it was fine, I mean I 
was exhausted afterwards, but it had to be done. I think I should have gone much 
earlier. I mean I was the earliest, I had only been in pain for 2 years, most were about 
5, but mine was shorter I think because I had private appointments with doctors so all 
my diagnosis were quicker. Had I had to wait, T probably still be waiting. It must take 
3 to 4 years, but most of them had been in pain a lot longer than me. One lady had 
been in pain for 23 years, she didn’t continue the course actually.
I = What were your expectations before the PMP?
P = I didn’t have any. Just hoping to find something that would be useful. My mother- 
in-law thought it was a yoga class (laughing) that was hilarious. She said I walked 
past this door and it said PMP and they were sitting on the floor with their legs 
propped up, so I think you’ll be doing yoga, (laughing) No I didn’t really have any 
expectations of it.
I = Ok! With the actually team, did you feel that they understood what it was like to 
live with pain?
P = Yeah, they’re obviously dealing with it on a permanent basis because it’s their 
job. It was clear quite quickly that one of them was in pain a lot of the time because 
she walked around with a bean bag over her shoulder all the time. She was in pain. 
And just as we were discussing things it came out that one of the other members had 
been in a wheel chair at one point. They just understood what we were talking about, 
they put the expectation at the very minimum for us, of what we could, so that 
anything we did above that was a bonus. There wasn’t the expectation that we’d be
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able to do it, they just literally took us right back to the beginning, particularly with 
the exercises for everybody else. I used to teach exercises before, it’s very difficult to 
get people to go low enough at the start and that’s why people stop, they go full out, 
they can’t move so won’t go back, and it’s very hard to get people to get right down to 
the bottom of what they’re expecting of themselves. They did that and they did that 
quite successfully. They showed quite a few exercise that were really really basic and 
some people even had difficulty with those because it was too painful. They were 
quite good at trying to work out other ways of doing things for each of us. They took 
every person individually, especially as were a small group. And they would just 
leave me to it.
I = How do you mean?
P = Well they just said well can you do that, well you’ll be alright with this then 
won’t you? They knew that I would know what to do. They kept an eye on me, but 
once they could see that I was confident enough to do what I had to do, that was fine 
with them. So I just adapted the programme to something that would be useful for me. 
But it’s still a point that you can go back to, ermm, it’s quite useful to see what you 
were doing, so you can see how much you progressed and you can go back if you get 
really stuck. But they just seemed to be very understanding, if you back to the base 
level, then people think, well I can actually do that, without too many problems and 
they weren't expecting you to do that. Then it does fill you with confidence to say I 
can’t do so and so, but I can do this. They could see relatively mobile we were so it 
was good. It was good.
I = The other I was wondering was, how, if at all has your view of living with pain 
changed? It might not have changed?
P = I do feel more in control of it, that I have more control of my life. The pain just 
literally takes over everything and you have to accept that you lost a part of you life, 
much as having your legs chopped off. It’s not as dramatic to look at, but the fact is, it 
takes a while for that to dawn on you, the fact is that you have to stop and totally 
reassess your life. And I think it was very useful in helping me to simply begin again, 
a new life with pain. Well I’m doing things subconsciously now, so I must be getting 
better, because otherwise it would still be an effort to do things and it’s not and effort 
to do the things that make my life easier. I still don’t like it, I mean all the doctors I 
saw said, go away, you have to live with it, here’s some pain-killers. And I don’t 
accept that at all and I’ll never accept that. I’ll never accept that this is just as it will
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always be, ermm, but you have to accept that this is how it is at the moment. And it’s 
no good thinking that if I’m better than I’ll do this or that, because you’re not better. 
But you feel more in control of your life, to an extent. It takes a while to dawn on you 
that this is the reality.
I = How long did it take for you?
P = It takes a long time to realise that the life you had before is no longer open to you. 
That takes a lot of stages, it’s not one big thing.
I = Can you talk me through those stages?
P = Well I was ill, I had a virus, I had a pain in my back, then my arm went numb, my 
GP couldn’t help, 6 months went by, the virus very gradually get better. I was off 
work for that whole 6 months, gradually I got some feeling in my arms, it got better 
but not well. Then when I went back to work, I really struggled and I just continued to 
go in and I shouldn’t have done. Eventually they said to me you can’t do this work 
anymore and that was horrible. By that time I was really struggling with house work 
and things like that. I’d lost the work, that was not good, but at that stage I still didn’t 
realise that I wouldn’t be able to work ever. I thought I could take some time off, have 
lots of massage and then it’s going to get better. Perhaps it’s the point that you realise 
that it isn’t going to get better, that doesn’t mean that I’m not hopeful that it will. I’m 
sure that there are all sorts of things that I can do, but you have to accept that this 
might be it and it might not get better and if it doesn’t get better how are you going to 
live? That’s the point at which you realise. Before I went to the PMP, I saw **** (GP) 
and she asked me what had I lost? I had lost friendship, family members, work and I 
had two jobs. And she asked what had I lost and I just burst into tears, because at that 
point I did realise that was what she was going to say and I burst into tears at the 
thought of what she was going to say. But once you realise that you’ve lost all those 
things, they’re gone, it’s part of your previous life, so if you accept that this is how it 
is now and get on and build some new kind of life accommodating the pain. And I 
think once you get to that point then you can start to improve because you have the 
confidence to say to people, NO, I can’t do that, then people might start accepting 
that’s who you are, they might have known you before, but you’re not that now.
I = When do you think the acceptance happened?
P = It was the period leading up to the programme. Some people know what they have 
to deal with, for me I don’t actually know what I have to deal with, so it was a sort of 
long period leading up to the PMP.
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I = Well the last thing Fm going to ask is, if you had to put in order all the things you 
have found useful from in and out of the PMP, what order would they be in from most 
to least useful?
P = Ermm, most useful would be the confidence to say No, social things of meeting 
other people in the group, the objectivity, being able to prioritise things, the practical 
things as well, like how to lift things and so on to make life easier. It was also quite 
useful to have a point of contact to go back to, the cognitive behavioural and the 
occupational aspect, so you could go back and say Fm struggling with this. Up to that 
point I wouldn’t have known anyone in that field at all.
I = Have used that point of contact?
P = No I haven’t but I know others who have.
I = Ok, is there anything else that you think would be useful to talk about that we 
haven’t covered?
P = No, I don’t think so.
I = Can I just ask, how are you feeling right now?
P = Oh, Fm alright!
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